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|, SERVICES PROVIDED BY GOVERNMENT 
AUTHORITIES 


INTRODUCTION 


In the United States, government responsibility 
for health and related services is divided between 
Federal, State, and local agencies, and an intelligible 
account of their activities requires a brief description 
of the source and extent of their respective authority. 

There is no specific reference to health in the 
American Constitution, and such powers as the 
Federal Government possesses are based on 
commerce, general welfare, and taxation clauses. 
State authority is derived from the police power of 
the States, and from an amendment of the Constitu- 
tion which reads: ‘‘ the powers not granted to the 
United States by the Constitution, nor prohibited 
to it by the States are reserved to the States respec- 
tively or to the people ’’ (Mustard, 1945a). The 
organization of local government is not the same 
inall States. In some the administrative unit is the 
county, and in others the township; the scope of 
both county and town administrations is determined 
by State legislation. In some areas local units are 
grouped to form health districts which provide a 
more satisfactory basis for health administration. 
In such cases local activities are closely associated 
with State administration, and are sometimes 
directly supervised by the State health officer. 
Most cities have a charter under which they enjoy 
aconsiderable degree of autonomy, and their health 
‘rvices are usually independent administratively 
of those of the State. 

The extent of the authority of Federal, State, and 
local governments is constantly in dispute, and the 
organization of medicine i$ caught up in the wider 
controversy, Some Americans pin their faith on 
an exact interpretation of the Constitution, which 
suffers unfortunately, like most ancient guides to 
modern conduct, from the serious disadvantage of 
being inadequately documented. One may reason- 
ably doubt whether, had anything relevant to modern 





medical organization been contained in that docu- 
nent, it would have been any better for having been 
‘tid a hundred and sixty years ago. 

In recent years there has been a fairly rapid 
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encroachment of Federal powers in the fields of 
health, education, and social security, once con- 
sidered to be mainly the concern of State and local 
authorities. In part this has been achieved by a 
direct extension of Federal responsibility for specific 
services. It has also resulted from the use of 
Federal funds as grants-in-aid to the States, a device 
which leaves to the States immediate administrative 
responsibility, but extends the influence of the 
central government through what is politically a less 
provocative alternative to direct action. 

The account which follows is concerned with the 
organization of health services, and in particular, 
and to the extent that it can be considered separately, 
with the organization of curative services. It seems 
desirable, however, to make first a brief statement 
on the related services for education and social 
security. 


EDUCATION AND SOCIAL SECURITY 


Fig. 1 shows that Federal expenditure on educa- 
tion increased from 2 per cent. of the total in 1935-36 
to 10 per cent. in 1943-44. This service is still 
essentially administered and paid for by State and 
local authorities; the Federal contribution is in 
research and advisory service, and through grants- 
in-aid. 

Federal expenditure on social security is relatively 
much greater, but the administration is complex 
and the Federal contribution varies from one service 
to another (Table I). Of funds spent on public 
assistance to the aged, dependent children, and the 
blind, slightly more than half are derived from 
Federal sources, and are distributed mainly as 
grants-in-aid to the States. Other forms of public 
assistance are limited in scope, and are financed 
by the States. Contributory old age and survivors 
insurance is controlled exclusively by the central 
government. Unemployment benefits (collected by 
a tax on employers on wages up to $3,000 per year) 
are paid from State trust funds, and the costs of 
administration, from Federal grants-in-aid. Table I 
gives details of other special classes of security 
benefit in which the Federal and State governments 
participate. 

The total expenditure on all of these services is 
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constantly changing, as are the relative contributions 
of the Federal, State, and local agencies. Their 
respective roles were altered profoundly by the 
circumstances which led to the Social Security Act 
of 1935, and it is likely that any significant changes 
in social and economic conditions will continue to 
be reflected in further modifications of the adminis- 
trative machinery. 


HEALTH 


It will be convenient to consider first the overall 
expenditure on health, before directing attention in 
more detail to the services provided by Federal, 
State, and local governments. Responsibility for 
finance and administration is again divided between 
the three levels of government, and Fig. 2 compares 
the annual expenditure for the five years 1940-41 to 
1944-45. In this time total expenditure increased 
by 58-5 per cent.; the Federal contribution increased 
by 167 per cent. 
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$ 3,177,679,000 


1. 


(a) FEDERAL SERvICcES.—A detailed description of 
the complex machinery of Federal administration 
would greatly extend the scope of this discussion, 
and it will suffice to state summarily that while 
many government departments are concerned in 
some degree, most services related to health are the 
responsibility of the Federal Security Agency.* 
It includes the Public Health Service, the Office ot 
Education, the Social Security Board (now the 
Social Security Administration), the Food and Drug 
Administration, the Office of Vocational Rehabilita- 
tion, and since 1946 most of the Children’s Bureau, 
as well as what had previously been the vital 
statistics section of the Census Bureau. In spite 
of the scope and importance of its numerous 
functions, the Federal Security Agency is not 4 


* Of many agencies not included in the Federal Security Agency, 
the following are particularly important: The Bureau of Human 
Nutrition and Home Economics in the Department of Agriculture, 
the Office of Indian Affairs and the Bureau of Mines in the Depe® 
ment of the Interior; the Federal Public Housing Authority; te 
Veterans Administration. 
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cabinet department (that is, its head is not a member 
of the cabinet). A plan to make it such has been 
considered at intervals for many years, and renewed 
sponsorship of the proposal by the President in 1946 
resulted in two bills now under discussion (the 
Fulbright-Taft Bill, S.140; and the Aitken Bill, 
§.712) which provide for the establishment of a 
cabinet department of Health, Education, and 
Security. The only serious objections which have 
been raised, those of the medical profession, are 
grounded on a reluctance to accept an association 
of health with other services, with the attendant 


danger of its subordination to them. Implementa- 
tion of the proposal would no doubt augment the 
authority of the department, but would not neces- 
sarily alter substantially the nature of the work 
already undertaken by the Federal Security Agency. 
The activities of the agency which are concerned 
directly with health are concentrated in the United 
States Public Health Service. 

(i) Assistance to the States —The United States 
Public Health Service has assisted the development 
of State health services in various ways which avoid 
imposition on local administrations of the burden 
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TABLE II 
ANNUAL EXPENDITURE ON HEALTH BY ALL STATE 
AGENCIES* 
Expenditure Total 285,715,800 
(dollars) Per capita 1-90 
Source Expenditure 
(% of total) (% of total) 
State oa .. 81-4 Health department 18-5 
Local . 3°9 Special boards or 
commissions .. 25:0 
U.S. Public health Department of 
Service (Title VI)) 3-2 welfare ost ante 
U.S. Public Health Board of Control 16-0 
Service (V.D. 
funds) .. 1-0 Independent State 
US. Chilciren’s hospitals, labor- 
Bureau 2°35 atories, etc. 5-4 
Other 8-0 Department of 
Labour inl “Pe 
State University or 
College 3-2 
Department of 
Agriculture 2-3 
All other agencies 
of State govern- 
ment ce) es 
Total 100 ~—s- Total 100 
* Source: Mountin, Joseph W., and Flook, Evelyn. ‘‘ Distribu- 


tion of Health Services in the Structure of State Government: The 
Composite Pattern of State Health Services.’’ Public Health Reports, 
56, 1676 (1941). Modified. 


of a remote central control. These methods include 
the seconding of trained personnel, research on 
local problems, education of local staff, and perhaps 
most important, the distribution of monetary 
grants-in-aid. The last has been at once the most 
useful and the most controversial device, since by 
defining the conditions on which grants are made, 
the Federal Government has been able to insist on 
local financial participation (by requiring matched 
grants) and to determine in some measure the 
direction of local development. 

To the extent that this assistance has been used to 
promote a conventional public health programme, 
progress, if not rapid, has been fairly continuous. 
The infectious diseases, venereal disease, tubercu- 
losis, and some aspects of hospitals, dentistry, and 
industrial hygiene, are acceptable to many people as 
government responsibilities, with which the assistance 
of central to State and local authorities is not 
resented. But when the issue of Federal as opposed 
to State control impinges on the issue of government 
a opposed to non-government, any suggestion of 
Federal encroachment on local activity is resisted, 
even when it takes the form of assistance. It is in 


the organization of curative services that opposition 


is most evident, and the problem is discussed more 
fully in (2). 

(ii) Research and Education.—The Federal Govern- 
ment, through its principal health agency, the 
United States Public Health Service, has contributed 
vigorously to education and research. It maintains 
a large research unit, the National Institute of 
Health, which includes in its interests investigations 
in cancer, infectious diseases, physiology, biologics 
control, chemistry, zoology, and industrial hygiene 
research. 

(iii) Medical Services.—Medical services are pro- 
vided directly by the central government to the 
following groups: seamen, inmates of Federal 
prisons, the indigent, the Indians, disabled veterans, 
compensation cases of Federal employees, and to 
members of the armed forces (Stern, 1946a). In 
recent years these services have been considerably 
expanded, a fact which is discussed more fully 
under (2). Other services directly provided include 
hospitals for drug addicts and for certain cases of 
mental illness, and medical inspection related to 
quarantine and immigration. 


(6) STATE SeRvices.—At the State, as well as at 
the Federal level, health services are divided between 
several departments (Mountin and Flook, 1941). 
The number of departments concerned is different 
in different States, as is the organization of the 
health department. But, with the exceptions of 
Idaho and Nebraska, all States have to-day either a 
board of health, or an advisory council or com- 
mittee (Mustard, 1945b). 














TABLE III 
ANNUAL EXPENDITURE ON HEALTH BY STATE HEALTH 
DEPARTMENTS* 
Expenditure | Total 52,896,200 
(dollais) | Percapita 0-395 
Source Expenditure 
(% of total) (% of total) 
State ~ .. 63-1 Central office 
Local v le services eee ee 
U.S. Public Health Field services al Sone 
Service (Title VI) 17-1 Local grants ..| an°s 
U.S. Public Health Hospitals .-| ae 
Service (V.D. 
funds) 5:3 
U.S. Children’s 
Bureau (Title V) 10-4 
Other - <i eo 
Total 100 Total 100 





* Source: Mountin, Joseph W., and Flook, Evelyn. ‘* Distribu- 
tion of Health Services in the Structure of State Government: State 
Health Department Organization.’’ Public Health Reports, 58, 568 
(1943). Modified. 
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Table II gives the total annual expenditure on 
health by all State agencies as $285,715,800 ($1.90 
per capita). Of this sum, 81-4 per cent. was derived 
from State funds, and the remainder from Federal, 
local, or other sources. Of the total expenditure, 
$52,896,200 (18-5 per cent.) was spent by the State 
health departments; two-thirds of this sum was 
provided by State, and one-third by Federal funds 
(Table II). The proportion of the expenditure 
paid by the Federal Government is not the same in 
every State, but is determined by a system of 
weighting which takes account of the population, 
wealth, and health problems of each State. 

The services which the American Public Health 
Association (1940a) considers should be supplied 
by the State health departments are as follows: 


1. Study of state health problems and planning 
for their solution as may be necessary. 


2. Co-ordination and technical supervision of 
local health activities. 


3. Financial aid to local health departments as 
required. 


4. Enactment of regulations dealing with 
sanitation, disease control, and public health, which 
have the force of law throughout the State. 


5. Establishment and enforcement of minimum 
standards of performance of work of health depart- 
ments, particularly in communities receiving State 
aid for public health. 


6. Maintenance of a central laboratory, and 
where necessary branch laboratories, for the 
standard functions of diagnostic, sanitary, and 
chemical examinations; production or procurement 
of therapeutic and prophylactic preparations, and 
their free distribution for public health purposes; 
establishment of standards for the conduct of 
diagnostic laboratories throughout the State; 
labo atory research into the causes and means of 
control of preventable diseases. 


7. Collection, tabulation, and publication of 
vital statistics for each important political or health 
administrative urit of the State and for the State 
as a whole. 


8. Collection and distribution of information 
concerning preventable diseases throughout the 
State. 


9. Maintenance of safe quality of water supplies 
and control of the character of the disposal of human 
waste for all communities of the State. 


10. Establishment and enforcement of minimum 
sanitary standards for milk supplies. 


11. Provision for services to aid industry in the 
study and contro! of health hazards due to occupa- 
tion. 


12. Prescription of qualifications for certain 
public health personnel. 


13. Formulation of plans in co-operation with 
other appropriate agencies for the prompt mobiliza- 
tion of services to meet the health needs. 





Not all of these services are offered in every State, 
nor is their quality uniform. It is, moreover, at the 
local rather than at the State level that most health 
activities are administered, and the need for State 
action is inevitably most acute where local services 
are deficient. Indeed having regard to the difficul- 
ties in many local areas discussed below, progress 
must be slow unless the States make mandatory 
the provision of services which are at present 
optional, and themselves take responsibility at least 
in some areas for work which has traditionally been 
left to the local authorities. 


(c) LocAL SERvicEs.—The American Public Health 
Association (1940b) has listed the services which 
should be provided by local health departments as 
follows: vital statistics; sanitation; control of 
communicable and preventable disease; laboratory 
service; protection of health in maternity, infancy, 
and childhood; and public health education. Not 
all of these services are available in all parts of the 
country, and the standards of practice are uneven. 
According to Mustard (1945c) ‘‘ from thirty to 
thirty-five million people have not been provided 
with the benefits of the not inconsiderable public 
health knowledge at present available.”’ 

A first difficulty in the correction of these deficien- 
cies is the unsatisfactory units of local administration 
in parts of the country. As already indicated, the 
unit varies from State to State, and even on the most 
generous estimate of State initiative it is hard to be 
optimistic about the rate of progress in a matter 
which requires separate action from each State. It 
is not only that certain of the local units are unsatis- 
factory in population and area for public health 
administration; many of them are too poor to 
finance the necessary services. 


2. THE GOVERNMENT AND MEDICAL 
CARE 


While there are differences of opinion about the 
respective roles of Federal, State, and local govern- 
ments in the provision of the public health services 
already referred to, there is general agreement that 
they are properly the responsibility of one or other 
of the government agencies. It is about the 
relationship of the government to curative services 
that more serious differences arise, and it will be 
necessary to discuss briefly the background of this 
controversy. 

In the past, government activity in the curative 
field has been restricted to the care of such special 
classes as seamen, the Indians, prison inmates, and 
the indigent, by the Federal Government, and of 
such as the tuberculous, the mentally ill, and 
crippled children by State and local governments. 
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For some years it has been suggested that these 
benefits should be extended ‘to other sections of the 
population through a Federal service supported 
either by taxation or by compulsory insurance. 
This proposal is opposed by those people who think 
that the service if provided should be controlled by 
State and not by Federal agencies, and by those 
who believe that, with the exception of the special 
classes already referred to, medical care should be 
the responsibility of the medical profession, and not 
of either the Federal or State governments. In 
spite of these views the movement towards extensive 
Federal participation in curative services has 
undoubtedly gained force in recent years, and it will 
be worth mentioning some of the factors which have 
contributed to it. 


(a) EXPANSION OF FEDERAL SERVICES.—Several of 
the services traditionally assigned to the central 
government were expanded rapidly in the war 
period. Since 1938 the Department of Agriculture 
has co-operated with State and local agencies to 
provide medical care for low-income farm workers 
and their dependants. During the war it became 
necessary to consider also the needs of migratory 
farm workers, and a programme of medical care 
was developed which was no longer restricted to 
workers ineligible for local medical assistance, and 
which has become a permanent responsibility of 
the Department of Agriculture. 

In 1943 Congress established an Emergency 
Maternity and Infant Care Programme, for the 
dependants of service men in the lower grades of 
pay. This scheme was operated during the war by 
the Children’s Bureau through State agencies, and 
provided for the medical care of the mother during 
and immediately after pregnancy, and of the 
new-born child. 

Easily the most ambitious service undertaken by 
the government was the medical care of members 
of the armed forces, and of particular interest is the 
extended service subsequently developed for war 
veterans under the Veterans Administration, to-day 
the largest undertaking of the Federal Government 
in the field of direct medical service to civilians 
(Stern, 1946b). The government is required by law 
to provide complete medical care for veterans whose 
disabilities are attributable to war service, and 
hospital care for veterans with conditions unrelated 
to war service if they are themselves unable to meet 
the cost. In practice the reservations in respect of 


eligibility and scope of benefit have not been insisted 
on, and large numbers of persons are now treated 
by the Veterans Administration for illnesses totally 
unconnected with war service. 

It is impossible to estimate the effect of this 


service on future developments. But the fact is 
that an influential section of the adult population 
during and since the war has received its medical 
attention from a co-ordinated service without 
charge. This experience can hardly fail to influence 
the attitude of the veteran to legislation which would 
guarantee not only a continuation of the benefits 
for himself, but their extension to cover the medical 
needs of his dependants. 


(b) INVESTIGATIONS OF THE DISTRIBUTION OF 
MEDICAL CARE.—The movement has had further 
support from the results of three major investigations 
which have put beyond dispute a considerable body 
of information on medical care. The objectives in 
each case were broadly the same: to determine the 
incidence of illness in a general population, and to 
assess the effectiveness of existing services in 
distributing medical care. 


1. Hagerstown morbidity studies, 1921-24. 
(Sydenstricker, 1926.) Based on enquiries about a 
population of 7,000 persons visited at intervals of 
six to eight weeks over a period of twenty-eight 
months. 


2. Survey by the United States Public Health 
Service and the Committee on the Costs of Medical 
Care, 1928-31. (Falk, Klem, and Sinai, 1933.) 


3. National Health Survey, 1935-36 (1945). 
Based on enquiries about the health and medical 
care of two and a half million persons over a period 
of twelve months preceding a single interview. 


Though expensive to carry out,* and unsatisfac- 
tory as a method of enquiry for certain of the 
questions considered, these surveys gave results 
which were quite consistent on some essentials. The 
conclusion which concerns us here, and which is 
supported by all three, is that as judged by the 
medical attention received by large sections of the 
population, the existing medical services were 
seriously deficient. It says much for the investiga- 
tions that tis conclusion is not seriously challenged, 
however widely opinions differ about the remedy. 


LEGISLATION RELATED TO MEDICAL CARE 


In November, 1945, the President urged Congress 
to institute a National Health Programme, which 
would recognize ‘‘ the right to adequate medical 
care and the opportunity to achieve and enjoy good 
health ’’ and ‘‘the right to adequate protection 
from the economic fears of sickness.’*} The 
President believed that such a programme could 
be implemented without radical changes in the 

* It is only right to recognize that the objective of the National 
Health Survey was to spend, and not to save money. 


+ English readers are reminded that Congress and not the executive 
is responsible for the introduction of new legislation. 
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organization of medical services, and emphasized 
five basic problems for consideration: 
1, Uneven distribution of doctors and inadequate 
hospital facilities in many areas. 


2. Inadequate Public Health and Maternal and 
Child Health Services. 


3. Need for more extensive provision for 
research and for medical education. 


4. Inability of many people to afford the costs 
of medical care. 


5. Need for compensation of workers for loss of 
earnings resulting from sickness and disablement. 


The President proposed that ‘‘ Congress adopt a 
comprehensive and modern health programme for 
the nation, consisting of five major parts, each of 
which contributes to all the others ’’: 


1. Construction of hospitals and related facilities 
through federal grants-in-aid to the States. 


2. Expansion of Public Health and Maternal and 
Child Health Services. 


3. The development of a broad federal pro. 
gramme of support for medical education and 
research. 


4. The introduction of prepayment of medical 
costs through expansion of the existing compulsory 
social insurance system. 


5. Protection against loss of wages from sickness 
and disability through expansion of the existing 
compulsory social insurance system. 


For some years Congress has had under considera- 
tion a number of bills related to various aspects of 
the medical services. The most controversial is the 
Wagner-Murray-Dingell Bill, which was modified 
and reintroduced in 1947 as the National Insurance 
and Public Health Act of 1947 (S.1320). In the 
same year an alternative bill was introduced by 
Taft and others (the National Health Act of 1947, 


TABLE IV 





THE NATIONAL HEALTH ACT OF 1947. (S.545.)*f 


THE NATIONAL INSURANCE AND PUBLIC HEALTH ACT OF 


| 
| 1947. (S.1320.)tt 





} 
Main Provisions 


1. Co-ordination of the health functions of the Federal 


Government in a single National Health 
Agency. 
2. Provision of medical and dental services. Groups 


eligible are: 
(a) Persons unable to afford the cost of 
medical or dental care. 
(6) School children (dental services only). 


3. Expansion of Public Health Services. | 


| 


4. Promotion of medical education and research. 


1. Provision of a compulsory national health insurance 
programme. Groups eligible are: 
(a) All insured workers and their dependants. 
(5) Non-insured persons in need, and other 
individuals not eligible under (a) for any 
period for which adequate reimburse- 
ment is made to the Treasury Account 
by public agencies. 
2. Expansion of Public Health and other services 
(e.g. Maternal and Child Health). 
3. Promotion of medical education and research. 


Administration and Finance 


Central. The scheme is administered centrally by the 
National Health Agency. Itisfinancedbyfunds | 
as appropriated by Congress. 


State. Federal financial support is given to States 
which: 
(a) Submit satisfactory plans and 
(b) Participate financially. The amount of 
the Federal contribution depends on 


local needs. 


The scheme is administered by the existing Federal 
services under the Federal Security Administra- 
tor. It is financed by a ‘‘ Personal Health 
Services Account ’’ created in the Treasury to 
which shall be appropriated: (1) Sums equal to 
3 per cent. of all wages up to $3,600 a year. 
(2) Sums equal to the estimated cost of dental 
and home nursing services. (3) Any further 
sums required to meet expenditure. 

1. The Personal Health Services are financed from the 
Treasury Account (i.e. from funds derived from 
compulsory insurance). ; 

2. The Public Health Services, Maternal and Child 
Health Services, etc., are supported by Federal 
funds (derived from taxation) in States which 
(a) submit satisfactory plans, and (b) participate 
financially. The amount of the Federal contri- 
bution depends on local needs. 

3. Where satisfactory plans are not produced by 4 
fixed date, the Federal Government will assume 
responsibility for administering the programme. 














* Introduced by Senators Taft, Smith, Ball, and Donnell on February 10, 1947. 
+ Introduced by Senators Murray, Wagner, Pepper, Chavez, Taylor, and McGrath on May 20, 1947. 
t Though referred to as acts, neither of these bills have been passed by Congress. 
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s,545); a summary of the main provisions of the two 
bills is given in Table IV. Though they are referred 
to as Acts in the United States, these proposals have 
not been passed by Congress. 

The two bills have in common provisions for 
expanded Public Health services, and for assistance 
to education and research, but differ sharply in the 
sections related to medical care. The Taft Act 
would co-ordinate the health functions of the 
Federal Government in a single agency, and would 
restrict government medical and dental services to 
the poorest groups, and to schoolchildren. The 
National Insurance and Public Health Act proposes 
a system of National Health Insurance covering all 
workers and their dependants, and financed by 
compulsory deductions from wages. 

It is this last feature, which would make the 
Federal Government responsible for curative 
services covering the whole country, which has 
raised most opposition. It is opposed by the 
American Medical Association on behalf of the 
medical profession, and by various other bodies 
which resent the extension of Federal responsibility. 
This controversy is described more fully under (7). 


3. MEDICAL PERSONNEL 


NUMBERS AND DISTRIBUTION 


The United States has approximately one qualified 
doctor for every seven hundred and sixty persons. 
Ten years earlier the ratio was one to eight hundred, 
and the American Medical Association (1948a) 
estimates that at the present rate of increase of the 
number of medical graduates it will be one te seven 
hundred in 1960. A comparison with the ratios 
of other countries indicates that by this index the 
United States is relatively well provided with 
doctors. 

The value of this advantage cannot be assessed, 
however, without consideration of the question of 
distribution. Table V gives for each State the 
population per physician (1940), and the per capita 
income (1941). It shows how inadequately the 
population/physician ratio of the whole country 
(751) expresses the situation in individual States, 
where the range is from 296 (District of Columbia) 
to 1,459 (Mississippi). The disparity between 
different areas is even wider than these figures 
Suggest, and 141 counties have more than 5,000 
persons per doctor (Parran, 1947). 

American authorities are quite aware that the 
correction of these deficiencies is not simply a 
question of increasing the total number of ava'lable 
Physicians. Table V shows the close correlation 


Which exists between State wealth and medical 


manpower, and inevitably a high proportion of 
doctors will continue to be attracted to the wealthier 
States. In the absence of government responsibility 
for medical care, which would make it possible to 


TABLE V 


DISTRIBUTION OF PHYSICIANS (1940) AS RELATED TO PER 
CAPITA INCOME (1941) 











Population | Per capita 
State per physician income 
United States ie sa 751 693 
Mississippi : s 1,459 283 
Alabama ; 1,365 359 
South Carolina .. 1,355 354 
North Carolina 1,303 397 
South Dakota 1,266 484 
Idaho . 1,241 543 
North Dakota 1,239 534 
New Mexico 1,211 415 
Georgia .. 1,106 389 
Arkansas 1,066 332 
Montana 1,042 682 
West Virginia 1,037 477 
Kentucky 1,031 369 
Tennessee + _ 1,003 413 
Oklahoma = ~ 993 417 
Louisiana i aa 959 433 
Utah a = sit 957 592 
Texas... — “~ 930 497 
Virginia .. vs - 927 565 
Wyoming be ¥ 915 696 
Wisconsin in saa 891 649 
Kansas .. bs Sd 870 549 
Maine... oa a 854 602 
Arizona .. me ig 840 562 
Florida .. ‘a a 834 531 
Indiana .. at a 829 705 
Michigan ‘“ ‘a 826 790 
Iowa a sie < 823 609 
Nebraska , ‘a 805 510 
Minnesota oo se 792 589 
Washington Ke . 789 833 
Delaware - ‘a 786 1,023 
New Hampshire ae 749 629 
Oregon .. = oa 746 752 
Rhode Island .. * 742 900 
Ohio oe ae oa 741 815 
Pennsylvania , ‘a 732 751 
New Jersey v6 716 912 
Missouri ~~ - 714 621 
Vermont mr -% 687 613 
Nevada .. = sil 660 912 
Connecticut a 4 658 1,059 
Illinois .. ne Py 648 865 
Maryland ae ye 609 851 
California ba ia 580 974 
Colorado " ad 572 620 
Massachusetts .. rd 547 883 
New York site = 492 994 
District of Columbia .. 296 1,101 
Source: ‘‘ North Carolina Medical Care Co mission National 


Committee for the Medical School Survey Final Report. 








86 THOMAS McKEOWN 


offer inducements in less popular areas, two alterna- 
tive considerations have been discussed. Doctors 
are reluctant to serve where hospital facilities are 
poor, and the Hospital Survey and Construction 
Act of 1946 (see page 92) has been directed to this 
as well as to other ends. It has also been recognized 
that students recruited from under-doctored (usually 
rural) areas are more likely to return to them after 
qualification, and a system of selective recruitment 
on this basis has been suggested (Bachmeyer, 1947). 
Unfortunately the States continue to exercise their 
right to insist on independent licensing examina- 
tions. This tradition may have contributed some- 
thing to standards of practice at a time when the 
requirements of medical schools were less exacting 
than they are to-day, but in present circumstances 
it is an anachronism which impedes the progress 
of medical services. 


SPECIALISTS 


In the United States any doctor is entitled to call 
himself a specialist, and to list himself as such in 
the American Medical Directory. The proportion 
who do so is increasing, and in the period 1928 to 
1942 rose from 26 per cent. to 51 per cent. of all 
doctors (Stern, 1945a). In 1942 the numbers were 
(Report of the Committee on Medical Preparedness, 
1942): 


General practitioners .. .. 86,000 
Full specialists .. we .. 38,800 
Partial specialists rw .. 51,400 

Total a a .. 176,200 
In active practice = .. 155,000 


A more rigorous system of certification by 
Examining Boards in Medical Specialties has been 
established by Specialist Societies, and since 1933 the 
Council on Medical Education and Hospitals of the 
American Medical Association has undertaken 
the formulation of standards and the approval of 
the examining boards. While the possession of the 
certificate of a board is not technically necessary 
(as is sometimes the case in Great Britain with the 
membership of the Royal College of Physicians or 
the fellowship of the Royal College of Surgeons), 
in practice it is becoming increasingly important 
to the prospective applicant for a specialist appoint- 
ment. In 1947 approval had been given to fifteen 
boards (Table VI), and in 1948 a sixteenth (the 
American Board of Physical Medicine) was added. 

Table VI shows the distribution of the 28,476 
certified specialists between the various specialties. 
The number includes 882 certified in sub-specialties 
by the boards in internal medicine, paediatrics, and 


surgery. 




















TABLE VI 
APPROVED EXAMINING BOARDS IN MEDICAL SPECIALTIES 
Total 
certifi- 
Year of | cates % of 
Name of Board incorpor-jawarded total 
ation to 
March 1, 
1947 
Paediatrics . .| 1933 y MF J 9-03 
Psychiatry and Neurology 1934 2,438 8-56 
Orthopaedic Surgery .. 1934 1,042 3-66 
Dermatology and _— 
logy a .| 1932 844 2°96 
Radiology .. a .. 1934 2,366 8-32 
Urology... .| 1935 1,136 3-99 
Obstetrics and Gynaeco- 
logy ; .. 1930 2,137 7°50 
Internal Medicine - .. 1936 4,449 15-63 
Pathology .. oe .. 1936 1,359 4°77 
Ophthalmology... ..-| 1917 2,564 9-00 
Otolaryngology .. ..| 1924 3,988 14-00 
Surgery ce Ri oo| Sear 2,904 10-20 
Anaesthesiology .. .. 1938 316 1-11 
Plastic Surgery .. .. 1937 171 0-60 
Neurological Surgery .. 1940 190 0-67 
Totals i ~ ais 28,476 100-00 








Source: Approved Examining Boards in Medical Specialties. 
J. Amer. med. Ass., 134, 1394 (August 16), 1947. 


Internal Medicine 





Allergy a a 

Cardiovascular disease an -. Jol 

Gastroenterology ; we 

Pulmonary diseases (formerly called 

* tuberculosis *’) oe o> '63 

Paediatrics 

Allergy vn <7 pid - 5 
Surgery 

Proctology.. is ~ ie We 
Total ae tre AB i os wee 


The number of doctors in each specialty can be 
related to the total population, but we have no real 
basis for assessment of the adequacy of the ratio 
which results. Some authorities are disturbed by 
the rapidity of the apparent increase in the propor- 
tion of specialists (as shown by the proportion of 
doctors who so describe themselves) but it is unlikely 
that the number actually certified by the boards is at 
present in excess of requirements. Unfortunately 
the defective distribution described above, for all 
doctors, is even more marked in the case of specialists 
and the problem of re-distribution is more difficult. 
In 1941 50 per cent. of the certified ophthalmologists 
practised in five States, and there were parallel 
examples in other specialties (Stern, 1945b). 













ECIALTIES 
Le 


% of 
total 





SCOTSEOCED worm Yow 


SS=BSSASS SRK RRS 





S 
Ss 





Specialties. 


5 
33 
93 


15 

32 

can be 
no real 
1e ratio 
‘bed by 
propor- 
ttion of 
unlikely 
rds is at 
‘unately 
for all 
ecialists 
lifficult. 
ologists 
parallel 














AMERICAN MEDICAL SERVICES 87 


FUTURE PERSONNEL REQUIREMENTS 


The Surgeon General has:recently estimated that 
if the number of doctors in training is not increased 
there will be a shortage of 30,000-55,000 by 1960 
(Parran, 1947). He assumes that 111,000 doctors 
will qualify in the period 1940-60 (5,200 yearly for 
twenty years, plus 7,000 additional graduates from 
courses accelerated during the war), and that 77,000 
will be lost through death or retirement. Against 
the anticipated net increase of 34,000 he puts the 
following estimates of additional medical manpower 
requirements, and draws attention to the fact that 
an allowance for increased public demand for 
medical attention would put the total even higher. 
(For example, 25,000 more physicians would be 
required to make the physician/population ratio 
of the remaining thirty-six States as high as the 
mean ratio of the first twelve, which would give 
a figure of roughly 55,000 for the overall deficit 


(Parran, 1948).) 
Additional doctors 

required 
Population increase .. 27,000 
Armed forces, public health ser- 





vice, etc. re Be 16,000 
Full-time health departments 5,000 
Expanded hospital services 16,000 

Total 64,000 





In the opinion of the American Medical Associa- 
tion, the expansion of at least 50 per cent. in the 
number of medical graduates which these figures 
suggest is neither necessary nor possible (1948a). 
Their estimate of the mean number of annual 
graduates for the next twelve years (at least 5,500) is 
higher than that of the Surgeon General. They 
criticize his estimate of losses from death and retire- 
ment, and his use of the physician/population ratios 
of the upper twelve States as a basis of calculation 
for the remaining thirty-six. They are most 
seriously disturbed, however, by the possibility that 
any considerable and rapid increase in the number 
of graduates may be achieved at the sacrifice of 
standards of education which over a period of years 
they have attempted to raise. 

A choice between these widely separated views 
requires certain assumptions about future medical 
services. For example, the figures given by the 
Surgeon General for additional doctors in the public 
health service, in full-time health departments, and 
in hospitals, presuppose a fairly rapid expansion of 
these services, which it is perhaps not unreasonable 
to anticipate during the next twelve years. The 


estimate of manpower needed to improve the 
population/physician ratio of each State is more 
speculative, not only because the optimum ratio 


must depend on the efficiency of medical services, 
but also because in the absence of any mechanism 
which influences distribution an increase in the 
number of physicians will only slowly raise the ratio 
in the poorest areas. Yet if the relevant decisions 
cannot be predicted with certainty, experience in 
other countries indicates that a progressive develop- 
ment is usually impeded by a shortage of staff. 
And, since even the United States is in no danger of 
having too many well-qualified doctors, it seems 
reasonable to suggest that the number should be 
increased as rapidly as is consistent with the main- 
tenance of educational standards, the potential 
figure being more profitably a matter for enquiry 
rather than for debate. 


THE SALE OF PRACTICE 


The sale of practice, which in the past has been 
a characteristic feature of British medicine, is 
uncommon in the United States. When practices 
are sold, it is unusual for the selling-price to include 
an item in respect of good will, and many American 
doctors are surprised to learn that anyone should 
consider it worth his while to pay heavily for 
privileges which no law prevents him acquiring for 
himself. The difference in English and American 
traditions in this matter is attributable to the wider 
opportunities in American practice, since a new 
doctor can compete on reasonable terms with 
established practitioners if the population is increas- 
ing rapidly or is changing in composition. As 
these conditions change, and in the absence of 
legislative control, the sale of practice for a price 
which includes an allowance for good will is likely 
to become more common. 

The Bureau of Medical Economics (Dickinson, 
1948) has recently investigated current experience 
through the State medical societies, and in advising 
prospective buyers reports cautiously on estimates 
not covered by tangible assets. The doubt arises, 
however, not on the ethics of payment for good will, 
but on the difficulty of arriving at any fair estimate 
of its monetary value. The Bureau endorses the 
following view of a State secretary: 


‘* The location, the type of practice, the size of the 
practice and the competition that is present are all 
factors which must be considered in each individual 
sale, and it appears that probably there is no 
formula that can be set up—even with an area such 
as a State—that would assist in any individual 
transaction. I am inclined to look on this as an 
individual business venture that would depend 
entirely on an agreement between the parties con- 
cerned. Even though in the eyes of everyone else 
the purchase price was too high or too low, if it 
was agreeable to the two parties concerned, it 
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wouid still be a happy transaction. And for those 
reasons, it has been the opinion of the society that 
it would not interfere or attempt to offer any 
assistance to persons contemplating the purchase 
of a vractice.”’ 


4. HOSPITALS 


Since 1921 the Council on Medical Education and 
Hospitals has published in the Journal of the 
American Medical Association the results of an 
annual census of American hospitals. This census 
now includes ali hospitals which conform to 
minimum standards laid down by the American 
Medical Association, and is the single most useful 
source of annual statistical data. Lists of approved 
hospitals are also published annually by the Ameri- 
can College of Surgeons (since 1918), and of member 
institutions by the American Hospital Association. 
At intervals the Division of Vital Statistics of the 
United States Bureau of the Census conducts 
surveys, of which the most recent was in 1940. 
Together these sources provide useful data on 
hospital facilities, though detailed figures vary with 
the standards accepted for approval. 


GROWTH AND CONTROL 


American hospitals have had a rapid if unplanned 
development, under both voluntary and government 
agencies (Table VII). In 1909, the earliest date for 
which reliable figures are available, there were 
4,359 hospitals, and 421,065 beds. At that time 
the Federal Government controlled only 2-1 per 
cent. of beds, as compared with 44-9 per cent. under 
State control and 53-0 per cent. under other owner- 
ship. By 1946 the total numbers of hospitals and 
beds were 6,280 and 1,468,714 respectively. During 
this period Federal beds increased about 30 times, 


to 262,486 in 1946, when the proportions were: 
Federal 18-0 per cent.; State 42-8 per cent; 
other 39-2 per cent. The number of hospitals and 
beds under Federal control dropped sharply in 1946, 
a decrease attributable to the rapid reduction in 
Federal commitments which followed the end of 
the war. 

Table VIII shows that in 1946 31-3 per cent. of 
hospitals were maintained by government, and 
68-7 per cent. by non-government agencies (73:8 
per cent. and 26-2 per cent. respectively of hospital 
beds). The State was the most important govern- 
ment agency, with responsibility for 42-8 per cent. 
of beds, compared with 18-0 per cent. Federal, 
7:0 per cent. county, 5-2 per cent. city, and 0-8 per 
cent. city-county. Non-profit hospitals not under 
government control are divided between church 
and lay authorities, and were responsible for 22-9 
per cent. of the hospital beds of the country. The 
proportion of American hospitals operated for 
profit has always been small, and is decreasing. In 
1946 the American Medical Association listed 
48,999 beds in 1,326 proprietary hospitals, or about 
3-3 per cent. of all hospital beds, which during 1946 
cared for 8-9 per cent. of all patients. The actual 
number of profit-making institutions is higher than 
these figures suggest, since the American Medical 
Association does not register hospitals which do not 
reach its standards for approval. 

The number of hospitals, beds, and annual 
admissions are given separately for different types 
of hospitals in Table [X. General hospitals, which 
had 43-7 per cent. of beds, received 92-7 per cent. 
of all hospital admissions in 1946. These figures 
are very different from those for nervous and mental 
hospitals, where 46-0 per cent. of beds accommo- 
dated 1-8 per cent. of patients, and for tuberculosis 
hospitals, where 5-7 per cent. of beds accommodated 


TABLE VII 


SUMMARY OF THE GROWTH OF HospIitTALs, 1909 To 1946* 





Federal Hospitals | 








i | State Hospitals All other Hospitals Total 
car 

| Number Capacity | Number | Capacity | Number | Capacity _ Number | Capacity 
1909 71 8,827 | 232 189,049 | 4,056 223,189 4,359 421,065 
1914 73 12,602 | 294 232,834 | 4,650 | 287,045 5,037 532,481 
1918 110 18,815 | 303 262,254 | 4,910 | 331,182 5,323 612,251 
1923 220 53,869 601 302,208 | 6,009 | 399,645 6,830 755,722 
1928 294 61,765 595 369,759 | 5,963 | 461,410 6,852 892,934 
1933 295 75,635 557 459,646 5,585 491,765 6,437 1,027,046 
1938 330 | 92,248 | 523 | 541,279 | = 5,313 527,853 6,166 1,161,380 
1943 827 | 476,673 | 531 | 610,115 | 5,297 | 562,466 6,655 1,649,254 
1946 464 | 262,486 557 | 628,363 | 5,259 | 575,865 6,280 1,468,714 

| —_ 











* Source: ‘* Hospital Service in the United States.’’ J. Amer. med. Ass., 133, 1066 (1947) (modified). 
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TABLE VIII 


HosPiITAL CONTROL, 1946* 
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] 
Hospitals Beds Admissions 
| No | % No. y, No. % 
Governmental | 
Federal 464 | 7-4 264,486 18-0 1,949,711 12-9 
State 557 8-9 628,363 42-8 648,538 4:3 
County 514 | §-2 102,071 7-0 704,772 4:7 
City 363 | $s 76,534 5-2 1,109,573 7:3 
City-County 64 | 1-0 11,280 0-8 185,569 1-2 
Total Governmental E 1,962 | 31-3 1,082,734 73-8 4,598,163 30-4 
Non-Governmental | | 
Church a 1,050 16-7 138,096 9-4 4,098,042 27-0 
Non-profit associations 1,942 | 30°9 198,885 13-4 5,100,117 33-7 
Total non-profit 2,992 47-6 336,981 22°8 9,198,159 60-7 
Individual and partnership sal 980 15-6 28,116 1-9 817,301 5-4 
Corporations (profit unrestricted) 346 5°5 20,883 1-4 539,829 3°5 
Total proprietary 1,326 21:1 48,999 3°3 1,357,130 8-9 
Total non-governmental 4,318 68-7 385,980 26:2 10,555,289 69-6 
Total, all hospitals 6,280 100 1,468,714 100 15,153,452 100 
* Source: ‘* Hospital Service in the United States.’’ J. Amer. med. Ass., 133, 1066 (1947) (modified). 
TABLE IX 
HospPITAL SERVICE, 1946* 
Hospitals Beds Admissions Patients 
| per bed 
No. yf No. y 4 No. y 4 per year 
General i oan 4,523 72:1 641,331 43-7 14,051,508 92-7 21-9 
Nervous and mental 575 9-2 674,930 46-0 271,209 1-8 0-4 
Tuberculosis 450 7:2 83,187 5°7 99,741 0-7 1-2 
Maternity .. 101 1-6 5,392 0-4 82,191 0:5 15-2 
Industrial + 34 0:5 2,980 0-2 56,061 0-4 18-8 
Ear, nose, and throat 46 0-7 2,749 0-2 111,417 0-7 40:5 
Children’s .. : 42 0-7 4,490 0-3 96,026 0-6 21-3 
Orthopaedic 82 1-3 6,518 0-4 23,960 0-2 4-1 
Isolation - 70 1-1 11,497 0-8 146,836 1-0 12-8 
Convalescent and rest 97 1°5 6,579 0:4 32,608 0:2 5-0 
Institutions oe 202 3-2 21,253 1-4 144,664 1-0 6°8 
All other hospitals 58 0-9 7,808 0-5 34,231 0-2 4:4 
Total all hospitals 6,280 100 1,468,714 100 15,153,452 100 10-3 





* Source: ‘* Hospital Service in the United States.”’ 


J. Amer. med. Ass., 133, 1066 (1947) (modified). 
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TABLE X 


CONTROL OF HOspPITALS OF DIFFERENT TyPEs, 1946* 


















































Hospitals Beds Admissions 
No. , 4 No. y 4 No. y 4 
General ‘ 
Federal 373 8-2 192,551 30-0 1,853,705 13-1 
State 55 1-2 20,721 3-2 304,515 2:2 
County ” 250 5°5 43,494 6°8 643,717 4-6 
City - 281 6-2 51,701 8-1 1,041,397 7-4 
City-County 43 1-0 8,653 1-3 180,306 1-3 
Total Governmental 1,002 22:1 317,120 49-4 4,005,640 28°6 
Total non-governmental 3,52) 77°9 324,331 50-6 10,045,868 71°4 
Total General 4,523 100 641,331 100 14,051,508 100 
Nervous and Mental iL 
Federal 36 6:3 59,254 8-8 51,590 19-0 
State 280 48-7 565,721 83-8 143,808 53-0 
County ‘ 49 8-5 27,042 4-0 8,492 3-1 
City - 5 0-9 4,916 0-7 1,611 0-6 
City-County — — _ ae ie is 
Total Governmental! 370 64-4 656,933 97-3 205,501 75°7 
Total non-governmental 205 35°6 17,997 2-7 65,708 24:3 
Total Nervous and Mental .. 575 100 674,930 100 271,209 100 
Tuberculosis 
Federal 23 5°] 8,536 10-3 16,778 16°8 
State 77 17:1 26,862 32°3 22,313 22:4 
County 180 40-0 23,577 28-3 22,417 22°5 
City és 25 5-6 10,192 12-3 19,357 19-4 
City-County 15 3-3 2,242 2-7 2,067 2:1 
Total Governmental 320 71-1 71,409 85-9 82,932 83-2 
Total Non-governmental 130 28-9 11,778 85-1 16,809 16°8 
Total Tuberculosis 450 100 83,187 100 99,741 100 
Other 
Federal 32 4-4 4,145 6-0 45,638 6:2 
State 145 19-8 15,059 21-7 177,902 24:3 
County ; 35 4-8 7,958 11-5 30,146 4-1 
City 4 52 7-1 9,725 14-0 47,208 6°5 
City-County 6 0-8 385 0-6 3,196 0-4 
Total Governmental 270 36:9 Sila 53-8 304,090 41-5 
Total Non-governmental 462 63°1 31,994 46-2 426,904 58-5 
Total other 732 100 69,266 100 730,994 100 








* Source: 


** Hospital Service in the United States.’’ 


J. Amer. med. Ass., 133, 1067 (1947) (modified). 
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0:7 per cent. of patients. The differences are 
reflected in the mean number of patients per bed 
per year and are, of course, accounted for by the 
disparity in the times which patients spend in 
hospitals for these diseases. 

The relative contributions of government and 
non-government authorities to the operation of 
different types of hospitals in 1946 are indicated in 
Table X. In the past general hospitals have been 
provided mainly by voluntary bodies but in recent 
years the proportion under government control has 
increased, and in 1946 was roughly 50 per cent. of 
beds. The Federal Government rapidly increased 
its responsibility in this field during the war, and 
in spite of the reduction which followed the end of 
the war was in 1946 in control of 30-0 per cent. of 
general hospital beds. Almost all beds for mental 
illness (97-3 per cent. in 1946) are under one or 
other of the government agencies, the great majority 
under State control (83-8 per cent. in 1946). About 
86 per cent. of the beds for the tuberculous were 
maintained by the government, the proportions in 
this case being more equally divided between State, 
County, City, and Federal agencies. 


FINANCE 


A comparison between the capital invested in 
hospitals by government and voluntary agencies in 
1928 and 1946 shows a considerable increase in the 
proportion derived from taxation, which in 1946 
accounted for 66 per cent. of the invested capital. 


Voluntary Business 
Taxation Contributions Investments 
% % % 
1928 46 45 9 
1946 66 31 3 


The Federal and State governments have always 
financed most hospitals for mental illness and 
tuberculosis, but their contribution to general 
hospitals has in the past been distinctly smaller 
(under 25 per cent. in 1928). In the depression 
years, however, there was a marked reduction in 
voluntary funds, and a parallel increase in the 
government contribution which has continued until 
to-day. 

Table XI shows the mean annual expenditure and 
income per bed for different types of hospital under 
government and other control in 1935. In that 
year the average annual costs per bed were: mental 
illness, $309; tuberculosis, $779; general and 


special, $1,098; all hospitals, $678. The cost is 
notably higher in all classes for Federal than for 
other government agencies, but the difference is 
Particularly striking in the case of mental illness. 
To a considerable extent it is accounted for by the 


fact that in Federal hospitals the cost of the medical 
staff is borne by the government authority. 

In all classes the income from endowments is low; 
patients’ fees and taxation supported 43-1 per cent. 
and 47-4 per cent. respectively of the total annual 
cost, the relative contributions from the two sources 
being quite different in government and other 
hospitals. 

The fact that costs of hospital operation have 
risen rapidly and continue to rise causes concern. 


Cost per adult patient 


Year per day* 
1867 $ 1.00 
1887 $ 2.00 
1907 $ 4.60 
1927 $ 8.65 
1944 $11.25 


* Source: Corwin, E. H. L. ‘* The American Hospital.’’ Page 
52. The Commonwealth Fund, 1946. 
They reflect of course a general rise in prices and 
the increased scope of hospital services, but since 
a considerable part of the expenditure is recovered 
from patients the increase has contributed to the 
difficulties which many people find in meeting the 
costs of illness, and has encouraged the rapid growth 
of voluntary insurance schemes covering hospital 
charges (see Blue Cross Plans, page 95). 


ESTIMATED NEEDS 


American estimates of hospital needs must take 
account not only of the number of beds available 
for the whole country, but also of their distribution 
from State to State (Table XII). A survey covering 
the period 1935-37 reported that there were 3-14 
beds for every thousand persons in the United 
States, but the ratio in individual States varied from 
1-26 to 5-34, and was closely correlated with State 
per capita income. Here again the disparity is 
even greater than these figures suggest, and Parran 
(1947) stated that 40 per cent. of counties had no 
registered hospital. It has therefore been necessary 
to plan in terms of State rather than of Federal 
requirements. 

In testimony before the Public Health Sub- 
committee of the House Committee on Inter-State 
and Foreign Commerce (Parran, 1946) the Surgeon 
General stated: ‘‘ General hospital beds must be 
increased by about 30 per cent., tuberculosis beds 
by about 68 per cent., mental hospital beds by 
about 43 per cent., and chronic disease hospitals 
and Public Health Centres by several times.’’ In 
his estimates of the numbers of units needed and 
of their approximate cost (Table XII], the Surgeon 
General included both new and replacement beds. 
The basis of calculation differs slightly from the 
one subsequently used in the 1946 Act, but the 
results are reasonably comparable. The total 
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cost was estimated at just under 4 thousand million 
dollars. 

While there has inevitably been some disagreement 
about precise requirements, few people would 
question that the deficiencies are serious, and that 
responsibility for their correction must rest chiefly 
with the Federal and State Governments. This has 
led to the Hospital Survey and Construction Act 
(discussed below) which became law in August, 1946. 


THE HospiTAL SURVEY AND CONSTRUCTION ACT 


This Act provides from Federal funds: 


(a) Three million dollars, to cover one-third of 
the cost of State surveys of existing hospital facilities 
(i.e. two dollars must be provided from State funds 
for each dollar from the Federal grant). The 
proportion to each State varies with the population 
of the State. 

(6) Seventy-five million dollars annually for five 
years to cover one-third of the cost of construction 
of additional hospitals as required. The proportion 
to each State varies with the population and wealth 
of the State. 


To be eligible for Federal financial support each 
State must work through a single State agency and 
advisory council, on lines prescribed by the Act. 
The implementation of the Act is in the hands of 
the States, and Federal control is limited to the 
power to approve State plans, and to the regulation 
of the distribution and construction of hospitals. 

The standards accepted for future hospital 
construction are given with the Regulations to the 
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Act (1947) and in the case of general and tubercy. 
losis hospitals are weighted in relation to the density 
of population and to the annual deaths respectively, 


Beds per thousand population 
5-0 All States 
2:0 All States 
(a) 4:°5 States with 12 or more persons 
per square mile 
(65) 5:0 States with fewer than 12 and 
more than 6 persons per 
square mile 
States with 6 or fewer persons 
per square mile. 


Mental 
Chronic sick 
General 


(c) 5:5 


Beds per annual death from tuberculosis 


Tuberculosis 2:5 Estimated separately for the 
deaths in each State, 1940-44, 


This legislation received widespread support from 
all sections-of medical and political opinion, and 
for four main reasons has not provoked the con- 
troversy which has been a feature of most discussions 
of Federal participation in the development of 
curative services. 

1. It has made provision for hospital buildings, 
but not for the staffs required to operate them. 


2. The hospitals are to be developed under State 
and not under Federal control. 


3. Only in the case of the indigent, an exception 
which most authorities allow, has it commented on 
the methods of payment by patients. 


4. The rapid growth of voluntary prepayment 
hospital plans, sponsored by non-profit corporations, 
has helped to establish the view that a hospital is not 
a legitimate centre for private profit (Table XV). 


TABLE XI 
HoOsPITALS EXPENDITURE AND INCOME* 














Annual Annual % of income from specified sources 
Medical type and Number of Number of expense income 
control of profits profits beds per bed per bed Patients Taxes Endow- Other 
° (Dollars) | (Dollars) ments 
All hospitals .. 5,944 1,053,977 678 671 43-1 47°4 2:9 6°5 
General and Special 4,841 450,776 1,098 1,080 55:6 32°2 3-9 8-3 
Federal ; 261 $2,117 | 1,081 1,081 7°5 92-4 0-1 
Other Govt. 569 103,269 | 866 866 16-7 81-0 0-5 1-8 
Non-profit 2,469 249,758 | 1,221 1,180 70-9 10-3 6°3 12:5 
Proprietary 1,542 45,632 | 971 1,014 91-4 4-2 0-4 4-0 
Mental 597 532,437 | 309 310 16°1 81-7 0-2 2-0 
Federal 27 26,436 | 733 733 | 14:6 85-3 0-1 
Other Govt. 324 486,562 | 262 =O 262 6°4 91-7 t 1-9 
Non-profit 48 10,073 693 | 667 66-4 19-4 3-6 10-6 
Proprietary 198 9,366 | 1,150 1,263 94-4 a7 0-4 1-5 
Tuberculosis 506 70,764 | 779 | 776 14-1 | 78-6 1-3 6:0 
Federal 19 4,150; 1,173 | 1,173 12-2 | 87:8 
Other Govt. 299 51,829 | 756 756 6°5 | 92-5 + 1-0 
Non-profit 119 11,270 | 763 735 32-3 25:0 8-3 34°4 
Proprietary 69 3,515 | 702 | 741 74-1 |. WAT 0-2 1-0 
| — 
* Source: Pennell, E. H., Mountin, J. W., and Pearson, Kay. ‘‘ Business Census of Hospitals, 1935.’’ Washington: Government 


Printing Office, 1939. 
+ Less than 0-05%. 


(Supplement No. 154 to Public Health Report.) Pages 22 and 27 (modified). 











TABLE XII 
STATE DISTRIBUTION OF HospITAL BEDS BY DESCENDING ORDER OF AVERAGE STATE PER CAPITA INCOME, 1935-37 


1 tubercu. 





























he density General and Special Mental Tuberculosis 
spectivel : — (Beds per 1,000 (Beds per 1,000 
y. Beds per 1,000 Patient days of population) population) 
populatior care per 1,000 
population 
re Persons United States 3°14 780-0 4-12 0-55 
an 12 and First quarter oo 4-16 1,108-7 5-45 0-78 
SONS per District of Columbia 5-34 1,361-0 0-91 1-11 
Delaware 3-10 790: 1 5-96 0-86 
| New York 4-58 1,286: 1 6-87 0-80 
-—— Nevada 3-23 925: | 3-29 ie 
| California 4-42 1,173°1 4-69 0-72 
s Connecticut 3-62 960-6 5-42 1-11 
y for the Rhode Island 4°44 1,300-°8 5-01 1-15 
e, 1940-44 Massachusetts 5-23 1,340°8 6°40 0-99 
Michigan 3-54 988-5 4-31 0-83 
dort from Maryland 4-09 1,106°3 5-02 0-74 
lion, and Illinois 3-53 865-1 4-61 0-50 
the con- New Jersey 3°42 874-0 5-09 0-91 
: Wyoming 2-86 565°4 3-89 0-14 
SCuSsions 
ment of Second quarter 3-36 824-3 4-24 0:57 
Montana 4-98 1,067-2 3-53 0-37 
wail Ohio 2-84 735-7 4-04 0-49 
buildings, Washington 3-76 870: 5 4-58 0-61 
them. Pennsylvania 3-48 883-8 4-03 0:42 
nder State Oregon 3-66 915-9 4°82 0-56 
Wisconsin 3-73 858-4 5-43 0-73 
; Colorado 4-33 974-7 4-42 1-60 
exception Arizona 3-61 777-8 2-19 1-39 
nented on Minnesota 4:13 993-7 5-07 0-78 
New Hampshire 4-02 947-6 5-18 0:47 
‘epayment Maine 3-18 763-7 4-29 0-57 
porations, Indiana 2-23 533-1 3-45 0-44 
ital is not 
le XV). Third quarter 2°51 550-7 3-20 0-36 
Florida 2-72 514-9 2°92 0-36 
Utah 3-40 804-5 2-68 — 
Idaho 2-84 576°7 2-96 —- 
Missouri 2-78 683-4 3-53 0-50 
een Vermont 3-00 734-8 5-64 0-53 
_— Nebraska 3-19 718-5 3-90 0-12 
lowa 2:73 598-3 4-15 0-31 
one Kansas 2-60 570:6 3°71 0-23 
New Mexico 3-23 554-4 2-03 0-91 
West Virginia 2-66 566-8 2-12 0-41 
6-5 Texas 1-98 394-5 2-41 0-35 
8-3 Virginia 2-04 499-3 3-82 0-45 
* : Fourth quarter 1-72 376-9 2-56 0-29 
12-5 Louisiana 2:63 725-0 3-46 0-15 
4-0 South Dakota 2-63 484-2 3-45 0-28 
3-0 Oklahoma 1-67 301-4 3-24 0-32 
0-1 North Dakota 3-04 656: | 4-35 0-57 
1-9 Tennessee 1-67 386-6 2-43 0-37 
10-6 Kentucky 1-69 366-0 2°41 0-23 
1-5 Georgia mt 1-55 343-5 2-48 0-19 
6-0 North Carolina 1-86 434-9 2-18 0-45 
South Carolina . 1-60 395-4 2:58 0-31 
1-0 Alabama 1-39 285-3 2-09 0-14 
34°4 Arkansas _ 1-26 207-6 1-96 0-35 
1-0 Mississippi 1-26 209-7 2:22 0-24 
eS _ Source: Pennell, E. H., Mountin, J. W., and Pearson, Kay. ‘‘ Existence and Use of Hospital Facilities among the Several States 
overnment in Relation to Wealth as expressed by Per Capita Income.’’ Publ. Hith Rep., 55, 822, May 10, 1940. Hospitals operated by federal 


agencies are not included. Special hospitals as used here are hospitals furnishing types of care which are closely identified with general 
medical and surgical care. (Modified.) 
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TABLE XIII 
NON-FEDERAL HEALTH FACILITY NEEDS! 





Total estimated cost 














Type Units needed Estimated unit 
cost New Replacement 
General Hospitals a 
New beds (deficit) - - ‘a 169,5792 $6,000 $1,017,474,000 
Replacement beds “4 ay s 83,889" 6,000 $503,334,000 
Tuberculosis Hospitals 
New beds (deficit) as ~ - 65,1898 5,000 235,945,000 
Replacement beds na ke ed 17,3137 5,000 86,565,000 
Mental Hospitals 
New beds (deficit) es - a 208,963? 3,000 626,889,000 
Replacement beds oa ss aa 99,5837 3,000 298,749,000 
Chronic Hospitals 
New beds (deficit) a a - 270, 173° 3,000 810,519,000 
Public Health Centres... = a 4,503° 60,000 270,180,000 
Total cost New (deficit) _ $3,051,007,000 
Replacement $888,648 ,000 
Both $3,939,655,000 





1 Includes the 48 States, District of Columbia, Alaska, Hawaii, and Puerto Rico. 

2 On the basis of 4-5 beds per thousand 1940 State population and after deducting existing general and allied special beds listed in the 
1948 Hospital Number of the Journal of the American Medical Association. 

3 On the basis of 2-5 beds per tuberculosis death as applied to the average annual number of such deaths in each State during the 
three-year period 1941-43 and after deducting existing tuberculosis beds listed in the 1945 Hospital Number of the Journal of the American 
Medical Association (with the 1942 Directory of the National Tuberculosis Association used as a check). 

4 On the basis of 5 beds per thousand 1940 State population and after deducting existing mental and nervous and mental beds listed 
in the 1945 Hospital Number of the Journal of the American Medical Association. — 

5 On the basis of 2 beds per thousand State population estimated by the U.S. Census Bureau as of July 1, 1944. Since no deductions 
were made here for existing beds, this is a gross need figure, balanced to some extent by the deduction of existing allied special beds from 


the gross need figures for general beds. See footnote 2. 


6 On the basis of one public health centre per 30,000 State population estimated by the U.S. Census Bureau as of July 1, 1944, with no 
deductions made for the relatively few existing adequate public health centres. 
7 Based on the assumption that 25 per cent. of existing facilities in each State need to be replaced, with that 25 per cent. reduced by any 


excess in existing facilities over the standard ratios. 


Source: Testimony of the Surgeon General, U.S. Public Health Service, before the Public Health Sub-committee of the House Committee 


on Interstate and Foreign Commerce. March 7, 1946, on S. 191. 


Certain of the limitations of the Act are implicit 
in the points listed above which have ensured its 
widespread support. In particular, it avoids the 
controversial issue of staffing, and as Hoge has 
pointed out (1947) it is those areas most deficient in 
both facilities and staff in which the provision of 
either separately will do least to ensure an adequate 
number of operating units. Moreover, the mechan- 
ism of matched grants, though based on the reason- 
able wish to guarantee local participation in 
Federal-sponsored developments, inevitably imposes 
a handicap on the poorer States. Finally, even if 
full use is made of all the money provided by the 
Act ($1,125,000,000 with the appropriate State 
contribution), it will meet only about 30 per cent. 
of the estimated cost of requirements ($3,939,655,000 


(see Table XII})). In spite of these limitations, 


however, the Act will make a considerable contribu- 
tion to hospital development, and establishes firmly 





the role of the Federal Government in this important 
facet of medical care. 

At the present time (April, 1948) 47 States have 
appointed planning agencies. Plans for construc- 
tion presented by 27 States have been approved, and 
the funds allotted total $45,703,650. Applications 
to the Division of Hospital Facilities of the United 
States Public Health Service have been received 
from 11 States for ninety-two specific hospital 
projects; of these, two have had final approval, and 
ninety have been approved in part. 


5. VOLUNTARY HEALTH INSURANCE 


INTRODUCTION 


In the absence of any government-operated 
system of curative services, financed by compulsory 
insurance or by taxation, there has inevitably been 
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a considerable demand for voluntary health insur- 
ance. It has been met by a rapid expansion of 
profit and non-profit plans. While there has been 
some controversy on the scope and implications of 
this insurance, it has in general been well received 
by people who recognize the inadequacy of medical 
services financed exclusively by private fees, yet who 
for one reason or another deplore the possibility 
of a truly comprehensive service which would bring 
the government, Federal or State or both, whole- 
heartedly into the curative field. On these grounds 
it has been supported by American doctors, and 
more than four-fifths of the physicians in private 
practice now participate in voluntary insurance 
schemes (Scott, 1947). 

It is estimated that of a population of 147 million 
Americans, roughly 100 millions can afford the 
actuarial costs of some form of health insurance 
(Scott, 1947); there are about 91 million members 
of the more important voluntary schemes (Table 














XIV). Such figures cannot be taken to indicate 
TABLE XIV 
MEMBERSHIP OF VOLUNTARY INSURANCE PLANS 
_ Approximate 
Plan Covers Benefit membership 
Blue Cross | Hospital charges Service 30,000,00C 
(Jan., 1948) 
Blue Shield| Medical services Service 7,250,000 
(Jan., 1948) 
Medical Medical services Service 6,500,000 
Society (chiefly) orcash | (Sept., 1947) 
Commer- | Accident and sick- | Cash 
cial ness benefit 
Accidental death Cash 44,000,000 
and dismember- (uly, 1947 
ment benefit uly, ) 
Hospital charges Cash 
Medical services Cash) 
Medical \ \ 
Co-op- 
eratives 
Industrial 
_ 
bour . 3,300,000 
Union | / Varied (july, 1947) 
Govern- 
ment and 
Univer- 
sity 
/ 














Population of the United States, 1947= 143,414,000. 


that nine-tenths of the eligible public are already 
leached by voluntary health insurance, much less 
that nine-tenths are protected against the full costs 
of medical care. Few plans cover the costs of all 
medical services, and some people are members of 
More than one plan. Recent estimates give the 


following figures for different classes of benefit 


(American Medical Association, Council on Medical 
Service, 1948b): 


Benefit Persons covered 
(millions) 
Hospital — - = 
Surgical oe - - 17 
Medical os ” . 
Loss of income due to disability 30 


It would be ungenerous to deny the considerable 
success which voluntary plans have achieved; it 
would be inaccurate to overlook their conspicuous 
deficiencies. They provide only for that section of 
the population whose income will meet the costs of 
regular contributions, and whose providence requires 
no support from a compulsory clause. The service 
offered is almost invariably limited to some feature 
of medical benefit, and few members are protected 
against all medical costs. Finally, voluntary health 
insurance does nothing to promote the unity of 
preventive and curative services. 

The correction of these features is impeded in the 
United States by the fact that the States impose 
independently the conditions under which non-profit 
insurance plans operate. Most States have passed 
enabling legislation bringing them under the general 
corporation laws relating to non-profit corporations. 
They are classed as a special type of insurance 
under the supervision and control of the State 
Departments of Insurance, and are thus ‘“‘ freed 
from the obligation of maintaining the high reserves 
required of commercial insurance companies, and 
relieved of paying taxes ’’ (Sinai, Anderson, and 
Dollar, 1946a). 


BLUE CROSS AND BLUE SHIELD PLANS 


Non-profit hospital prepayment plans were 
introduced in 1933 when the American Hospitals 
Association gave its support to the principle of 
voluntary insurance against the costs of hospital 
care. This insurance is operated by corporations 
established independently in the States, and con- 
trolled by Boards of Trustees consisting of members 
of the medical profession and of the hospitals. It 
covers chiefly groups of employed persons (and may 
include their dependants) who contribute by a 
regular wage deduction. Though such constitute 
95 per cent. of the membership, an attempt has 
recently been made to extend the insurance to 
self-employed persons, and to those living in rural 


areas (Corwin, 1946). Sinai, Anderson, and 
Dollar (1946b) give the following figures for 1943: 
% Of % Of 
contracts members 
Single person .. ~~ ae 18 
Two persons .. o. ae 21 
Family .. - -» _35 61 
Total 100 100 
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The corporations contract with hospitals, which 
undertake to provide the requisite service, described 
by Rorem (1945) as follows: ‘* Typically they 
furnish complete hospital care for three or four 
weeks per illness per year, with discount periods of 
from ninety days to six months following the full 
coverage period. Benefits usually include all 
services available through the member hospital, 
that is the items which appear on the bill presented 
or payable by a patient. Most plans now cover all 
types of illness, except those for which a subscriber 
receives service by virtue of some Federal or State 
law ’’ (for example, mental illness, tuberculosis, and 
infectious disease). Neither surgical nor medical 
fees are included, and these must be paid privately 
by the patient or covered by a separate insurance 
contract for which in the past Blue Cross made no 
provision. 

Unfortunately a difficulty is inherent in the feature 
which distinguishes Blue Cross from commercial 
insurance. The provision of service in place of cash 
benefit protects the patient against variable hospital 
costs, but exposes the corporation to the risk that its 
charges may not be commensurate with its commit- 
ments. When prices are rising rapidly such 
adjustments are not easily made, and many corpora- 
tions now face a choice between increased charges 
or reduced benefits, which may eventually force a 
return to the less attractive cash benefit. 

Blue Cross membership* has increased rapidly 
from 2,000 in 1933 to over 30 million in October, 
1947 (Table XV). One or more plans are operated 
in every State, and cover for limited benefit about 
20 per cent. of the population. 

The conspicuous omission of provision for the 
costs of medical and surgical service has led to a 
more recent insurance plan known as Blue Shield. 
Operated on the same principles as Blue Cross, it 
insures members against the costs of medical 


TABLE XV 
GROWTH OF NON-PROFIT HOSPITAL SERVICE PLANS* 











Enrolment 

Year Number of plans (round numbers) 

1933 I 2,000 

1935 10 54,000 

1937 26 608,000 

1939 65 2,870,000 

1941 73 6,049,200 

1943 7 10,458,900 

1945 85 | 16,500,000 

1947 88 | 28,800,000 

1948 | 88 | 30,000,000 

} | 

* Source: Rorem, Rufus C. ‘‘ Blue Cross Hospital Service 
Plans.’’ 2nd edition. Chicago. American Hospitals Association, 
1944, page 6. (Modified.) 
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1948, was 


services. Membership in January, 
7,250,000 (Table XIV). 

These two schemes, which in the past have been 
separately administered, provide complementary 
services and are at present being co-ordinated 
nationally. The intention is to offer a uniform 
insurance plan which includes both hospital and 


medical costs. 


MEDICAL SOCIETY PLANS 


The medical profession opposes compulsory 
health insurance, but in recent years has given its 
blessing to voluntary insurance on the following 
terms (American Medical Association, 1934): 


(a) Medical sponsorship and control of all medical 
service plans. 

(b) Separate administration 
medical plans. 

(c) Cost of medical service to be determined by 
the income of the patient. 

(d) Medical benefits and disability benefits to be 
under separate administration. 


of hospital and 


The American Medical Association later (1938) 
Stipulated that benefits should be paid in cash 
directly to the individual member, but, since some 
State societies have provided service and not cash 
benefits, the reservation was withdrawn. 

Since 1939 State medical societies have sponsored 
voluntary health insurance schemes which on 
September 30, 1946, had six and a half million 
members (Table XIV). These schemes are operated 
(like Blue Cross) by non-profit corporations, 
controlled by Boards of Trustees of which member- 
ship is predominantly or exclusively medical. The 
plans are available to groups of workers and their 
dependants, and contributions are collected by 
regular wage deductions. The basis of eligibility 
varies from State to State, and may admit: 

(1) persons whose incomes are below a fixed 
limit (usually $1,800-$2,000 a year for single 
individuals, and $2,400-$3,000 a year for families), 

or (2) all persons who can afford the contributions, 

or (3) all persons who can afford the contributions, 
on the understanding that members whose incomes 
are above a limit may be charged additional fees. 

Since plans are developed independently by State 
medical societies, it is not surprising that they differ 
from one State to another. The benefits offered 
are usually in service rather than in cash, and while 
some provide a fairly comprehensive service (for 
example the California Physicians’ Service), others 
are limited to surgical and obstetric care. Mental 
illness, tuberculosis, self-inflicted injury, and illness 
covered by the compensation laws, are excluded. 
Doctors who participate in the scheme continue 
in private practice, and are paid by fees for services 
to insured persons. 
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There can be little doubt that as at present 
constituted medical society plans are not so much 
an attempt to solve a problem as to forestall an 
alternative solution. The fear of the introduction 
of compulsory health insurance by the Government, 
or of a considerable extension of voluntary insurance 
under lay control, has undoubtedly stimulated the 
medical profession to face what it conceives to be 
its own problems. It is hardly surprising in these 
circumstances that the solution is inadequate, and 
recognizing the need for more unified contro] the 
American Medical Association in 1946 created a 
single agency for the development of a national 
system of voluntary insurance, to be operated by 
the local medical societies. Approval is given to 
plans which conform to the requisite standards. 


COMMERCIAL ACCIDENT AND HEALTH INSURANCE 


The commercial insurance companies, which for 
many years have offered insurance against loss of 
income from sickness and accident, now write 
policies which protect against the costs of hospital- 
ization, and of surgical and medical care. This 
insurance is available to individuals or to groups, 
and in the case of insured workers may include 
dependants. The commercial companies make no 
contract with either hospitals or physicians, and 
benefits, unlike those of Blue Cross and Blue Shield, 
are paid in cash and not in service, a fact which 
contributes more to the solvency of the companies 
than to the needs of the insured population. In 
July, 1947, there were 44 million commercial policies 
(Table XIV). 


OTHER PLANS 


There are a number of other voluntary health 
insurance plans, which have a small membership 
(Table XIV) but are of interest because of the nature 
of their organizations. They include: 


(a) Medical Co-operatives: A form of insurance 
owned and operated by the enrolled members. 
A survey by the American Medical Association 
reported that in 1947 there were 92 such plans in 
31 States. The largest had 60,000 members, and 
the total membership of all plans was about 750,000 
(Ryan, 1947). They have recently united nationally 
under the Co-operative Health Federation of 
America. 

The Co-operatives commonly employ salaried 
doctors, some of whom practice in groups. The 
service offered is fairly comprehensive, and has been 
of particular value in rural areas not reached by 
alternative services. None the less this form of 


health insurance has not had the support of the 
American Medical Association, which objects on 
principle to developments in which control is not 
exercised by the medical profession. 


(6) Industrial and Labour Union: Only a few 
industrial establishments accept responsibility for 
the general medical services for their workers; 
fewer still provide for dependants. Where they 
exist such services may be financed by the employer, 
or by voluntary insurance. Only the latter are 
referred to in this context. They vary greatly in 
respect of services offered, and of arrangements with 
medical staff. In a few cases labour unions provide 
medical services for union members. 


6. GROUP PRACTICE 


INTRODUCTION 


American group practice is essentially an associa- 
tion of doctors whose activities are confined to 
curative practice, financed as a rule on the fee for 
service principle. It developed rapidly after the 
first world war, when doctors who had served in the 
forces were impressed with the possibilities of more 
highly organized practice, and felt a need for some 
form of co-operation in those communities where 
medical services were in a primitive state (The 
Bureau of Medical Economics, 1933). The fact 
that it has developed within the framework of 
private medicine and in competition with doctors 
working independently has resulted in controversy 
which is by no means confined to comment on its 
technical merits, and which is further confused by 
the supposed association between group insurance 
and group practice which has led critics who feared 
the one to condemn the other. Only a small 
proportion of groups are financed by prepayment 
plans (Hunt and Goldstein, 1947b), an arrangement 
which may facilitate their operation, but cannot be 
considered essential to it. 

For information on American group practice 
there are three main sources to which we may turn: 

1. Comprehensive surveys made by the Bureau 
of Medical Economics (1933, 1941) and by the 
United States Public Health Service (Hunt, 1947; 
Hunt and Goldstein, 1947b). They are the only 
sources representative of all or of nearly all groups. 

2. Detailed examinations of a limited number of 
selected groups (Rorem, 1931; Clark and Clark, 
1941: Goldmann, 1941: Hunt and Goldstein, 
1947a). 

3. An extensive series of personal opinions and 
impressions of group practice, supported as a rule 
by little objective evidence. 

The fact that groups vary in respect of the number 
of member physicians, in the nature of their 
collaboration, and in services provided, has made it 
necessary to define empirically the basis of inclusion. 
Many definitions have been suggested (Rorem, 1931; 
Bureau of Medical Economics, 1933; Clark and 
Clark, 1941; Moore, 1943; Goldmann, 1946; 
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Hunt, 1947). Hunt excludes ‘‘ groups with fewer 
than three full-time physicians, groups practising 
a single specialty, organized hospital staffs where 
the physicians participate on a part-time voluntary 
basis, and informal groups in which members share 
overheads but carry on medical practice as individ- 
uals.”’ This definition ‘‘ permits the inclusion of 
groups of physicians employed by industrial 
companies, hospitals, consumer co-operatives or 
individual owners, as long as the physicians carry 
on their principal professional activity by working 
together as a group.”’ 

The discussion which follows is based chiefly on 
Hunt’s study, which is the most recent and com- 
prehensive (Hunt, 1947; Hunt and Goldstein, 
1947b). In 1946 he sent questionnaires to all listed 
groups (981). Of these, 774 (78-9 per cent.) sent 
replies, of which 368 conform to the definition 
given above. The confusion between the grouping 
of patients and the grouping of doctors is evident in 
the inclusion of 75 prepayment plans unrelated to 
group practice in the original list, from which 
returns were classified as follows: 


Number of 
returns 
1. Medical groups cared to the 
definition .. 368 


2. Groups with 3 or more full-time 
physicians, but practising a single 


specialty .. 36 
3. Groups with fewer than 3 full-time 
physician members of 59 


4. Pre-payment plans with no group 
practice wd the ne 


physicians . 75 
5. Groups with no formal organization 

for the practice of medicine .. 144 
6. Former groups which have dis- 

banded... ; 68 


7. Groups with 3 or more full- time 
physicians which gave no other 
information and consequently had 
to be excluded from the tabula- 


tions me 3 
8. Questionnaires returned by post 
office, addressee unknown oe 21 
Total 54 rg ass a 774 
ORGANIZATION 


In 1941 the Bureau of Medical Economics reported 
that less than 2 per cent. of American doctors were 
wholly engaged in group practice. The 368 groups 
included by Hunt were staffed by 3,084 doctors 
(again rather less than 2 per cent.) and the total is 
not greatly increased by inclusion of the part-time 
physicians employed by 93 groups (Table XVI. 
Most groups were quite small, and more than half 
had fewer than six member physicians. There were, 


























TABLE XVI 
Group Size* 

—— 
| No.of — Percentage 

No. of | No. of Percentage of of 
full-time | groups of groups | physicians physicians 
physicians | in groups | in groups 

3 82 22-3 246 8-0 

4 74 20:1 296 9-6 

5 38 10-3 190 6:2 

6 35 9-5 210 6°8 

7 16 4-3 112 3-6 

8 22 | 6:0 176 5:7 

9 14 3-8 126 4°] 

10 | 14 3°8 140 4-5 

11-15 42 11-4 536 17-4 

16-20 16 4-4 284 9-2 

$21 and 
over | 15 4:1 768 24-9 
368 100 3,084 100 


| 
| 
| 





* Source: Hunt, G. pee, and Goldstein, Marcus S. J. Amer, 
med. Ass., 135, 904'(1 947). 


+ Includes a few very large groups. 


however, a few large groups, which accounts for 
the fact that about a quarter of the physicians 
engaged in group practice worked in groups with 
more than twenty members. 

The numbers of groups operated under various 
types of organization are shown in Table XVII. 
About 77 per cent. were either partnerships of doc- 
tors, or partnerships which also employ other 
doctors, and another 10 per cent. were owned by 
a single doctor who employed his colleagues. Most 
of the remainder were controlled by a single 
sponsoring organization, or by a corporation. 


SERVICES PROVIDED 


Only 15 per cent. of groups were financed by 
prepayment plans (Hunt and Goldstein, 1947b), 
and it is therefore unusual for them to offer preven- 
tive as well as curative services. The work of most 
groups is comparable to that of the general prac- 
titioner or consultant in curative practice, and is 
concerned principally with office and domiciliary 
care. Of 368 groups questioned by Hunt, 117 
(31-8 per cent.) stated that they had their own 
hospital, though whether the hospitals were owned 
by all these groups was not made clear. The 
definition given above includes hospitals staffed by 
full-time physicians, and for such groups in-patient 
service is an intrinsic part of the work. 

Hunt distinguishes between service and reference 
groups as follows: 

1. Service groups: ‘ Those whose principal 


activity is the furnishing of complete medical care 
to a continuing clientele.’’ 
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2. Reference groups: ‘* Those whose principal 
activity is the furnishing of specialized care to 
patients referred to them’ by outside physicians, 
usually for a single episode of illness, and that 
ordinarily do not undertake to furnish complete 
medical care to a continuing clientele.’’ 

Of 361 groups, 342 were classified as service, and 
19 as reference groups (Table XVIII). More than 
80 per cent. included surgery, medicine, obstetrics, 
radiology, and gynaecology in services offered; 
less than 25 per cent. included dentistry. Though 
of interest, such figures throw little light on the 
optimum ratio of specialties which should be grouped 
in association with each other. A few groups have 
attempted to provide a medical service for a whole 
community, but most have been located and staffed 
with no such objective, and their services reflect 
opportunities in competitive practice and the 
interests of the staff, rather than a planned develop- 
ment. 

Critics have questioned the quality of the specialist 
services which groups undertake to provide, and the 
credentials of doctors offered by groups as specialists. 
The Bureau of Medical Economics (1941) reported 
that of 2,093 doctors in full-time group service, 
only 395 (19 per cent.) were labelled as general 
practitioners; of 1,698 described as specialists 
507 were accredited by specialty boards, 387 were 
members of specialist societies, and 804 offered no 
evidence to support their claims to specialist status 
(Table X]X). 

These facts throw light on the fate of the general 
practitioner in service groups staffed mainly or 
completely by specialists. Some groups have 
replaced him, in the sense that each patient is seen 
by the appropriate specialist, an arrangement 
which has led to criticism of the more impersonal if 


TABLE XVII 
Group ORGANIZATION* 





| Number of groups with full- 


Group organization time physicians numbering: 





3-5 | 6-10 114 | Totals 





Partners and employed 

physicians... .-| 64 | 57 | 165 
Partners only .. ..| 89 | 21 118 
Single owner and em- | | 

ployed physicians .. 24 10 36 
All physicians employed | 

by sponsoring organ- 

ization e% “en 31 
Corporation .. = | 12 
Other .. - sia 6 


is .. lke | 368 








* Source: Hunt, G. Halsey, and Goldstein, Marcus S. J. Amer. 
med, Ass., 135, 904 (1947) (slightly modified). 


TABLE XVIII 
SERVICES PROVIDED BY 361 GrRouPs* 


| 





Number of groups 
Service 





| Service Reference | Total 





Surgery .. ~ of oan 18 360 
Medicine “a ..| 340 16 356 
Obstetrics a cal 2 y 321 
Radiology fe ..| 306 15 | 321 
Gynaecology .. ..| 300 12 | 312 
Paediatrics i ..| 265 7 | 272 
Otolaryngology ie 12 | 224 
Ophthalmology ..| 194 11 _ 205 
Dentistry - ack =a 6 88 





* Source: Hunt, G. Halsey, and Goldstein, Marcus S. J. Amer. 
med. Ass., 135, 904 (1947) (slightly modified). 


more expert service which has resulted. But in 
other groups the change has been one of title rather 
than of function, and though attended nominally 
by a specialist (usually in internal medicine) patients 
are in fact served by a personal physician. 


ADVANTAGES AND DISADVANTAGES 


There are three main advantages which, without 
reference to experience, it seems reasonable to 
attribute to the organization of doctors in groups: 

1. It may assist the integration of preventive 
and curative services. 


2. It may effect economies in the use of medical 
manpower, and facilitate access to specialist opinion 
and services. 


3. It may make more efficient use of facilities 
and of supplementary staff. 


Most other advantages which have been listed 
(for example, more regular hours of work, improved 
opportunities for study or for holidays, higher 
incomes, etc.) are derived from these three, or are 
concerned with the questions of competition and 
of income rather than of service. 

American evidence on the first point is incon- 
clusive. A small number of groups financed by 
insurance accept responsibility for the health of the 
insured population, and some of them provide 
excellent preventive and curative services which 
undoubtedly benefit from unified responsibility and 
control (for example, the Permanente Plan; Gar- 
field, 1944). With these few exceptions American 
group practice has not realized the integrated service 
which has been discussed in relation to health centres 
in Great Britain. 

It would require an elaborate medical accountancy 
to enable us to assess the relative efficiency of group 
and of private practice. Common sense may 
suggest that it is more efficient for several doctors 
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TABLE XIX 


CLASSIFICATION BY SPECIALISTS IN 335 Groups* 





Accredi- Member 





Type of practice ted of Reported Total 
Society 

Surgery .. 5 79 205 167 451 

Internal medicine 110 57 229 396 


Ophthalmology, 
otology, laryn- | 
gology, rhino- 


Physical therapy — _— 
Tuberculosis... . —_ 


logy .. + 122 | 23 102 247 
Obstetrics and 
gynaecology .. i a 31 109 165 
Pediatrics vi 34 9 52 95 
Urology ne 29 | 17 47 93 
Roentgenology 
and radiology. . 54 | 9 24 87 
Orthopaedics... 20 | 11 21 52 
Neurology and 
psychiatry... 6 || 15 15 36 
Dermatology... 9 | 4 19 32 
Pathology us 16 | 3 5 24 
Anaesthesia " .. 3 3 6 12 
Proctology ye — _ 5 5 
2 2 
| 1 


General practice 395 395 
Total physicians 
in groups 2,093 





* Source: J. Amer. med. Ass., 117, 123, Organization Section, 


Group Practice (1941). 


to share facilities and supplementary staff, but it is 
quite another matter to prove it. No satisfactory 
objective comparisons can be made, and we are 
left to make what we can of numerous opinions 
which are about equally divided on this matter 
(Hunt, 1947). It is usually agreed that patients are 
more readily (sometimes too readily) referred for 
specialist opinion, but critics deplore the fact that 
such reference is limited to the members of a group 
whose credentials in some cases they are disposed 
to question. 

There have been many criticisms of group 
organization, of which the following from the 
minority of the Committee on the Costs of Medical 
Care (1932) are typical: 

“1. It would establish a medical hierarchy in 
every community to dictate who might practice 
there. This is inherent in the plan, since any new 


member of the centre must be chosen either by the 
chief or by a small staff. 


**2. It would be impossible to prevent competi- 
tion among the many such centres necessary for 
large cities; cost would inevitably be increased by 
the organization necessary to assign patients to the 
various centres. This would add to the evils of 
medical dictatorship those of a new bureau in the 
local government with its attendant cost. 


_**3. Continuous personal relationship of physi. 
cian and patient would be difficult if not impossible 
under such conditions.”’ 


The first two points are concerned with competi- 
tive practice; the third merits examination, though 
it is worth observing that much more has always 
been made of the delicacy of this relationship by 
the physician than by the patient. According to Hunt 
(1947), ** advocates of group practice are somewhat 
divided regarding the desirability of a * personal 
physician ’ for each patient, but they all agree that 
such a relation can be maintained in group practice 
as easily as in individual practice.’’ Clark and 
Clark (1941) describe experience in a series of 
fifteen groups as follows: ‘* As the public becomes 
more accustomed to group practice the choice 
among the members of the group is becoming less 
important. More and more patients now come 
tc a clinic because, they have confidence in the 
organization as a whole, and are usually little 
concerned about seeing any particular physician 
on the staff.°"” While undoubtedly some patients 
and many doctors still prefer each patient to have 
a personal physician, there is little in American 
experience to suggest that the resulting relationship 
between doctor and patient is a serious barrier to 
the organization of group practice. 

A more serious criticism made by the Bureau of 
Medical Economics (1941) is based on a study in 
North Carolina of 1,000 consecutive patients 
coming under the care of general practitioners. 
Of these, 848 are said to have required no treatment 
beyond the resources of the general practitioner. 
The results of the United States Public Health 
Service survey of the incidence of illness in 9,000 
families are also quoted, showing that 72 per cent. 
of 32,752 cases of illness in a general population 
were uncomplicated, and could reasonably be 
considered within the competence of the average 
doctor. Consequently it is argued that an arrange- 
ment which makes specialist attention available is 
in most cases quite unnecessary. 

One may accept these facts without subscribing 
to the conclusion based on them. Two considera- 
tions are pertinent to this issue. The first is that 
many diseases (for example rheumatic fever, 
tuberculosis, cancer) by no means invariably declare 
themselves in a form which brings the patient to 
medical attention at an early date, a fact to which 
the variability of symptoms and of individual 
response to discomfort both contribute. The 
second is that the practitioner who is without the 
support of specialist facilities may fail to recognize 
the seriousness of the condition with which he is 
dealing. Both points have been underlined by the 
results in one major disease in which we can now 
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speak with some assurance fot the whole population, 
that is, tuberculosis. The’ Medical Research 
Council investigators (Clark and others, 1945) 
reported that of 78 *‘ treatment *’ cases discovered 
by mass radiography, 29 had no symptoms; of 
49 which had symptoms, 32 had not been seen by a 
doctor, and 17 had been seen without recognition 
of the disease. (Four of these had also been 
referred to a specialist.) This argument for group 
practice rests, not on the claim that most cases 
require specialist care, but on the observation that 
many cases present with (or without) signs and 
symptoms which make them _ indistinguishable 
before investigation from the minority which do. 

It would be unrealistic to suggest that group 
organization is a complete answer to this problem. 
Without more precise knowledge of the mechanism 
by which cases are brought to medical attention, 
and of the basis of reference to specialists, we 
cannot speak with confidence. The routine exam- 
ination of susceptible groups may be quite as 
important as the consideration of patients complain- 
ing of symptoms. But if the questions of medical 
competition and finance are ignored (and in the 
United States at the present time they hardly can be), 
the ready access to specialist opinion and services 
which group practice facilitates is a legitimate 
argument in its favour. 

There can be little doubt that under favourable 
circumstances group practice will commend itself 
to medical opinion. A questionnaire survey of 
2,000 doctors in 1937 found a slight majority in 
favour of it (Lueth, 1945), and in 1944 the American 
Medical Association questioned doctors in the 
armed forces, of whom 52 per cent. indicated that 
they wished to practice in groups after the war. 
While replies were no doubt influenced by the cost 
of financing independent practice, it is probable 
that as in the 1914-18 war many younger doctors 
were favourably impressed by the advantages of 
group organization. 


7. DISCUSSION 


Few Americans who have considered the matter 
would question to-day that their medical services 
are in many respects seriously deficient, a unanimity 
attributable largely to three major investigations 
into the incidence of illness and the distribution of 
medical care (Sydenstricker, 1926; Falk, Klem, and 
Sinai, 1933; National Health Survey, 1945). At 
least 25 per cent. of counties are without adequate 
basic public health services (Mustard, 1945d); 
40 per cent. have no registered hospitals (Parran, 
1947); medical personnel are unevenly distributed 
(Parran, 1947); and the costs of medical care are 
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quite beyond the means of many people who are 
either not covered or are inadequately covered by 
voluntary insurance. That similar deficiencies exist 
elsewhere is no defence in a country which is 
justifiably proud of its technical achievements in 
medicine, and cannot dismiss its responsibilities on 
the grounds of penury. 

Unhappily the unanimity about the existence of 
the problem does not extend to its solution. The 
formal public health services are generally accepted 
as the responsibility of the central government, but 
there is no corresponding agreement about the 
administration of the curative services. Contro- 
versy centres on three proposals, which are not in 
fact quite distinct, but may conveniently be discussed 
separately: 

1. The curative services are, with minor excep- 
tions, the concern of the medical profession, and not 
of either the central or State governments. 

2. The curative services of the whole country 
are the responsibility of the Federal Government. 

3. The curative services are the separate respon- 


sibility of each State. 


The first is the view of the American Medical 
Association (1934) and there is reason to believe 
that it corresponds with that of most doctors. 
Stated in more detail it is as follows: 


(a) The Federal Government should confine its 
activities to the orthodox public health services, to 
the care of the indigent, and to the provision of 
funds to build hospitals, public health centres, etc. 

(b) All other aspects of medical care should be 
under the control of the medical profession. 

(c) Only the medical services of the lower income 
groups should be financed by pre-payment plans, 
and these should be voluntary in character. 

(d) All other persons in the community should 
seek and pay for their own medical attention. 


The objection to compulsory health insurance, 
and to voluntary health insurance not limited to 
the lower income groups, derives in part from a 
common misconception about the financial resources 
of patients. The fact is that the population cannot 
be divided into one section unable to pay for 
medical attention, for which the government must 
provide, and another able to meet the costs in full, 
which can be left to its own resources. The growth 
of health insurance indicates that many people whose 
incomes fluctuate through accident, illness, unem- 
ployment, or improvidence, are unable to bear the 
full cost in times of illness, but can make a contribu- 
tion under an insurance scheme. To argue that 
those who will do so only under compulsion are 
not entitled to benefits which they have neglected 
to secure, is to ignore an attribute of human nature 
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with which any effective administration must reckon. 
A realistic examination of this problem results in 

the recognition of at least four groups, identified in 

respect of their ability to pay for medical care: 


I. Persons who can make no contribution. 
II. Persons who can make only a partial contribu- 
tion under an insurance scheme. 


_HII. Persons who can make a sufficient contribu- 
tion under an insurance scheme, but who are 
otherwise unable to meet the costs of illness in full. 


IV. Persons who can meet the costs of illness 
in full. 


Medical services can be provided for groups I and 
II only if supported wholly or in part by government 
funds (that is, by taxation). Medical services for 
group III can be financed by an insurance scheme, 
but are unlikely to be adequate unless the scheme is 
compulsory in character. Only group IV can afford 
to pay privately the costs of illness in full, the plan 
favoured by the American Medical Association for 
most patients. It is clear that in addition to other 
relevant considerations the acceptability of such a 
plan must rest on an estimate of the size of the 
group. The view that it includes the greater part 
of the population cannot be squared with experience 
in other countries, nor, in the opinion of many 
observers, with the realities of the situation in the 
United States. 

Federal responsibility for medical care is at 
present strictly limited, and any question of its 
extension sharply divides both medical and lay 
opinion. There is agreement about the Indians 
and the indigent, and about little else. The Hospital 
Survey and Construction Act of 1946 is an apparent 
exception, which extends Federal effort in the 
curative field, but for reasons already discussed this 
legislation is without much significance as a pre- 
cedent. The chief point at issue is whether the 
Federal Government shall impose a system of 
compulsory health insurance on the whole country, 
a suggestion which unites in opposition the advo- 
cates of State and the advocates of medical control. 

Considerations which favour Federal control are 
implicit in the following objections to a State 
alternative: 


_(a) The finances of some States are quite insuffi- 
cient to support unaided the costs of adequate 
medical services. 


(6) State administrations have by no means 
achieved the uniform level of political and social 
enlightenment which would guarantee effective 
action within reasonable time. 


(c) The realization of a planned and uniform 
development over the whole country cannot result 
from separate State legislation. (The compensation 
laws, of which there are as many as there are States, 
are a product of this faith; the results are before us.) 
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The conclusion which we must accept is that 
there can be no rapid, uniform, and comprehensive 
development of medical services except through 
Federal action. It does not follow that such action 
should include the detailed administration at State 
level; indeed, such a course would be quite contrary 
to accepted policy. But granting in full the need 
for local interest and initiative, for the utilization 
of voluntary effort, and for a course which has the 
sympathy as well as the service of its doctors, one 
must conclude that the Federal Government is the 
only effective agency which can take responsibility 
for the curative services, and which can realize the 
integration with the preventive services which js 
the declared objective of progressive medicine. 

It is unlikely that the present Congress will 
support such a development. On this matter, as 
on many others, the choice between Republican 
and Democrat is for the American voter the choice 
between the left boot and the right; the point of 
application is the same. He is asked to choose, not 
between alternative policies, but between alternative 
administrations of what is on essentials a common 
policy. Of the broad issues which roughly divided 
the Whig from the Jacksonian democrat of a 
hundred years ago, nearly all are to-day outdated 
(for example, slavery, free land, State currency), 
or are no longer points of difference between the 
two parties, which continue to assert no less vigor- 
ously their nominal identity. 

Indeed, this was the case during the last half of 
the nineteenth century, of which the Beards write 
(1946): ‘*. throughout most of the period 
neither of the two major political parties which 
contended for power and in one season or another 
governed the nation, took much account of the 
volcanic upheavals in American life and labour, or 
made any substantial alteration in the form, methods, 
or concepts of their obligations,’’ and ‘‘. . . the 
two major parties were becoming as much alike in 
their interests and sentiments as two bottles of the 
same size and shape, differing only in their labels.” 
Both have practised a form of political contraception 
which insures that however suggestive the prelimin- 
ary movements there are no embarrassing legislative 
consequences. In the circumstances the fact that 
this political rivalry should have continued to 
engage the attention of the average American must 
be attributed to his failure to identify the problems 
of the day with the exercise of his vote. 

It is useless to protest that politics should be kept 
out of medicine, and issues decided on their technical 
rather than on their political merits. The decision 
to accept or reject the Murray-Wagner-Dingell Bill, 
or any subsequent legislation of the same type, 
impinges on fundamentals of American economic 
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organization, and it is not surprising that arguments 
heard in public are not always the most cogent. 
The warmth with which many speakers expressed 
themselves at the Senate hearings on the bill, suggests 
that American experience is no exception to the 
general rule that fundamental changes in the 
organization of medical services are not made 
without widespread political controversy, involving 
not only the medical profession and the politicians 
who represent its sectional interests. That the 
hearings should have called for an expression of 
opinion from organized labour, the American 
Association of Manufacturers, the Chamber of 
Commerce, the Farmers’ Union, the National 
Lawyers’ Guild, the League of Women Shoppers, 
and many other organizations which speak with less 
authority on medical than on political problems, 
suggests implications envisaged in a bill which 
ostensibly has no wider objective than the creation 
of a prepaid medical service, not essentially different 
from a type in operation in England for over thirty 
years, and in parts of Europe for considerably 
longer. 

Perhaps the most important of these interests is 
the desire of the States to avoid intrusion in local 
affairs by the Federal Government. In part this is 
the result of a natural wish to decentralize authority 
in a country so large and with such varied problems 
that effective administration is inconceivable without 
a high degree of local autonomy. But it is also 
something more. The original thirteen States had 
united for the specific purpose of waging war 
against a remote central government. For some 
of them the signing of a Constitution which granted 
extended powers to a Federal authority was an act 
of reluctant faith, a fact which even to-day, after 
a hundred and sixty years and a civil war, is not 
forgotten. To what extent the perpetuation of this 
view is attributable to political expediency rather 
than to history is uncertain. What is certain is that 
whatever its cause it operates against proposals to 
extend Federal powers. 

There is a further difficulty in the separation of 
the technical from the political issue. The charge 
that a bill to create a medical service supported by 
taxation or by compulsory insurance is a socialist 
measure to be resisted on principle, gains the 
support of many people who see in it the thin edge 
of the socialist wedge. The confusion of thought 
Which identifies freedom of the individual with 
freedom to make profit is associated with a failure 
to realize that society must limit the latitude which 
it grants to individuals in the pursuit of their private 
ends, at the point at which it conflicts with the 
common interest. If only Federal action can result 
In an adequate distribution of medical facilities and 


services, there is clearly no basis for reasonable 
objection in the fact that it implies control. Yet 
many people express a dislike of ** government in 
medicine,’’ the medical corollary of the general 
thesis ‘‘ the best government is no government.” 
This is not the council of opposition, but of 
anarchy. 

It would certainly be unwise to venture any 
judgment on the probable future development of 
American medical services, which must be influenced 
at least as much by economic and political impon- 
derables as by medical needs. It is permissible, 
however, to consider what factors favour or prejudice 
such development, and to the extent that it is 
determined by facilities and resources rather than 
by the will to reconsider their more effective use, 
to assess the adequacy of American equipment for 
the complex task of providing a modern medical 
service. 

The United States starts with the considerable 
advantage of having more doctors per 1,000 popula- 
tion than any other large country. They are, of 
course, very unequally distributed (Table V), but 
if this fault is corrected the gross overall deficiency 
of personnel which complicates the problem 
elsewhere is not present. There are, moreover, 
facilities for the training of professional staff which 
can be counted on to accommodate any reasonable 
extension of existing needs. 

A second asset is the natural wealth of the 
country. The United States can afford, as can no 
other great nation to-day, to pay in full the heavy 
cost of modern services and facilities. Indeed, as 
the rapid passage of the Hospital Survey and 
Construction Act indicates, the country is very 
willing to provide funds, and to implement policy 
with an energy which no other country could surpass, 
where the merits of the medical case can be sharply 
isolated from political issues. In recent years the 
rapid development of Blue Cross plans has estab- 
lished the principle of insurance against the costs of 
hospitalization, and helped to destroy the notion 
of the hospital as a legitimate source of private 
profit (Table XV). The act in consequence was not 
considered to offend the principle of personal liberty, 
and had a comparatively easy passage through 
Congress. The same is true of the National Mental 
Health Act, which provides funds for research in 
mental health, and- which became law in June, 
1946. 

Finally, it is always easier to follow than to create 
precedent. Many countries have followed the lead 
which Germany gave in 1883 in the introduction of 
compulsory health insurance, and the history of 
their successes and failures is available as evidence. 
Nowhere has this evidence been more carefully 
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considered than in the United States, where technical 
knowledge of the administration of national health 
insurance is in striking contrast to the political 
diffidence which refuses to countenance it. 

Against these impressive assets must be set 
numerous difficulties already referred to, which are 
no less formidable because they are political in 
character rather than technical. The opposition 
of the States to Federal action; the disinclination 
of the medical profession to exchange a form of 
practice which it knows for another of which it is 
suspicious; the ignorance of the general public 
of the technical issues involved in choice between 
alternative methods of distributing and paying for 
medical care; and above all the complexity of the 
political machinery which may delay correction of 
quite conspicuous abuses: these are the realities 
of a complex situation. It would, moreover, be 
quite misleading to suggest that, since staff and 
facilities can be made available, only the will to use 
them is needed to complete a model service. 

It is true, however, that the growth of American 
social and political institutions has not been com- 
mensurate with the rapid development of technical 
resources, a generalization not more true of medicine 
than of other fields. But it is the saving grace of 
American life that abuses are so quickly exaggerated 
that they can no longer be tolerated, and the fact 
that in England it has taken over thirty years to 
move from the first stages of compulsory health 
insurance to a comprehensive service should not 
mislead us into anticipating a comparable period 
for the United States. 
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THE SIGNIFICANCE OF NUPTIALITY WITH RESPECT TO 
INTERPRETATION OF SEX DIFFERENCES 


BY 


MURIEL M. JOHNSTONE and MARGERY E. HOSKER 
From the Department of Medical Statistics, Birmingham University and United Hospitals 


1. INTRODUCTION 


Existence of sex differentials with respect to 
disease in human populations is a matter which 
deserves investigation both from a practical and 
from a theoretical viewpoint. At the operational 
level, their interest scarcely calls for comment; 
but the biological significance we attach to them is 
an issue we are prone to dismiss too lightly by undue 
reliance on experience of laboratory stocks. In one 
way or another, most human societies are polarized 
with respect to the prevailing pattern of occupation 
in which one or other sex is engaged. Hence 
statistical regularities characteristic of the sex 
difference may well arise in virtue of hazards 
peculiar to different occupations in contradistinction 
to agencies ultimately traceable to the X-chromosome 
complement. 

If a wholly decisive test for discrimination 
between these possibilities or for evaluation of their 
relative importance in a given situation is not 
available, there is at least one framework of com- 
parison relevant to a balanced judgment. On the 
whole, single females, if adult, have gainful employ- 
ment outside the home, as do the majority of men. 
To this extent, we are entitled to expect that sex 
differences, if attributable to differential occupational 
risk, will be less obtrusive if we restrict our com- 
parison to unmarried women. This does not mean 
that a sex differential attributable wholly or largely 
to circumstances unconnected with constitutional 
differences will disappear if we confine our compari- 
son to men as a whole and to single women only. 
We must not disregard the fact that single women 
and men, if gainfully employed, dominate different 
trades and professions. For instance, men dominate 
the heavy industries and single women predominate 
in domestic and cognate services, including the care 
of children and the sick. 

It is none the less broadly true that the daily 
regime of the single woman conforms more to that 
of the male than does that of the married woman. 
In so far as the morbidity experience of the single 
woman conforms more to the male pattern we have 


therefore good grounds for assuming that difference; 
which distinguish women as a whole are appreciably 
attributable to occupational status. The convers 
is not true, inasmuch as a difference which distin. 
guishes the sexes may be associated with an occupa. 
tional hazard almost or wholly restricted to males, 

Needless to say any comparison undertaken with 
this end in view is liable to lead us grossly astray if 
we do not pay attention to the differential incidence 
of disease with respect to age. Accordingly, 
comparisons of the mortality experience of men 
with that of women, or of single women with that of 
married women should take within their scope a 
breakdown with regard to age of the relevant 
populations at risk. This communication is an exam- 
ination of what materials official statistics of disease 
supply. 

2. SOURCES OF FIGURES 

For the purpose of this investigation we have had 
recourse to mortality experience in different coun- 
tries. Morbidity statistics, where they do exist, 
refer only to the section of the community insured 
for National Health purposes. A _ population 
represented by such a characteristic will exclude 
all children, the majority of married women, and 
all others who are either retired or of independent 
means. For this reason mortality in England and 
Wales during the three years round the last census, 
that is, 1930-1932, was our first target. Canada 
is the only other country which provides mortality 
statistics for each conjugal group at different ages; 
and other sources of mortality experience cited 
below were used to provide confirmation of sex 
differentials disclosed by the mortality statistics of 
England and Wales, and of Canada. As far ass 
compatible with the delimitation of the census year 
and with the size of the population, mortality rates 
during the same period have been chosen in each 
country. Statistics of Canadian mortality during 
the last war, however, were available and have been 
included. All crude figures have been related to 
the population given in the mid-year Census of the 
period reviewed in each country. 
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SIGNIFICANCE OF NUPTIALITY 
TABLE I 


DISEASES WITH A: HIGHER MALE MorTALITY: 
(Female rates as percentage of male rate) 
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AT AGES FIFTEEN YEARS AND OVER 


A. ENGLAND AND WALES, 1930-1932 












































To bring into clearer focus sex differentials 
aising from differences in occupational status, the 
adult population has been considered separately. 
Tables I to V show only those diseases from which 
males suffered a mortality consistently higher or 
lower in each country for which statistics were 
available than that of females at ages 15 and over 
or less than 15 years. In all these Tables female 


Mortality rates are presented as a percentage of 
male mortality rates in the same age group. 
Outstanding differentials disclosed in Tables I to 
lV and in Fig. 1 and confirmed by their existence 
more than one country are: 





Age groups 
Disease 
16-19 20-24 | 25-34 35-44 45-54 55-64 65-69 70-74 75— 
Pneumonia (all) 63-9 | 53-3 58-1 | 46-3 37°5 | 51-4 61-7. 72-6 81-4. 
Peptic ulcer (all) 5-0 2°4 20-4) 18-4 | 25-3 | 29-3 37-9  31°8 45-1 
Suicide és ..| 74°2 | 58-6 | 54-2 | 43-2 | 34-9 | 28-9 | 22:7 23°6 | 16°1 
Bronchitis (all) .| 88-2 | 61-0 62-6 35-1 35:4 | 53:2 61:3 66:0 66-7 
B. CZECHOSLOVAKIA, 1928-1930 
Age groups 
Disease 

15-24 25-39 40-49 50-64 65— 

Pneumonia (all) 82-3 94-2 74:0 80:2 88-1 
Peptic ulcer (all) 10°3 27-1 32°4 | 36:2 52-2 
Duodenal ulcer _ 20:1 19-4 | 35-7 75-1 
Gastric ulcer 12-2 28-3 35-7 | 32-1 | 49°8 
Appendicitis 64-7 72:7 57-2 | 72-7 | 71°6 
Suicide es 43-7 37-4 30-6 | 26°6 | 27-3 
Bronchitis (all) 113-5 76°5 54:3 | 57:9 81-4 
ss (acute) 100-0 | 152-5 122-7 | 63-1 | 99-8 

ie (chronic) .. 114-8 70-7 49-5 | 57-5 79-4 

C. NEW ZEALAND, 1930-1942 
Age groups 
Disease 

15-19 | 20-24 25-34 35-44 | 45-54 55-64 65-69 70-74 75— 

Pneumonia (all) 54:7 | 78:7 | 70:6 | 49-7 | 41-7 | 46°8 60-1 62-5 81-1 
Peptic ulcer (all) 26:0 | 38-5 | 22:8 | 18:2 16-4 30-7 38-1 38:0 | 32:7 
Duodenal ulcer — | 20:6 | 14-9 | 14-6 11-7 | 17-3 | 38-7 | 21-6 | 17°5 
Gastric ulcer 26:0 68-6 29-0 | 21:6 22-4 37:9 30°4 44:6 43-4 
Appendicitis .. 58-2 | 48-7 | 58-3 | 58-7 | 58-7 55-2 | 92-1 53-3 | 51°6 
Bronchitis (all) 57-6 30-7 81:2 70-8 37:7 51°6 68-1 65°8 83-9 
3. Sex DIFFERENTIALS 1. A high mortality among males of all 


ages from tuberculosis of bones and joints, 
pneumonia, bronchitis, and appendicitis. The 
sex differential is greater for lobar than for 
bronchopneumonia. 


2. A high mortality among adult males only 
from peptic ulcer and suicide. The peptic 
ulcer differential is as pronounced in the 
youngest years of adult life as in the later ones; 
but one may suspect that occupation has some 
influence on the course of this disease since 
single women suffer a rather higher mortality 
than married. Duodenal ulcers show a slightly 
higher differential than do gastric ulcers. 
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TABLE I—continued. 


DISEASES WITH A HIGHER MALE MorRTALITY: AT AGES FIFTEEN YEARS AND OVER 
(Female rates as percentage of male rate) 


D. U.S.A., 1929-1931 























Age groups 
Disease iti, 
15-19 20-24 25-34 35-44 45-54 55-64 65-69 70-74 5~ 
Pneumonia (all) ‘a --| 64:1 70-2 68-0 54-0 54:0 70-0 86-0 95°8 = 1063 
Lobar pneumonia .. .. 60°8 65°9 65°8 51-9 51-1 65-9 80-7 90-3 97:6 
Bronchopneumonia ool ee 89-2 77-2 62-6 64-7 81-2 97:6 105-1 115-7 
Peptic ulcer (all) Pe ,al ae 32-2 23:5 20-2 23-9 26°9 34:5 50° 1 55:6 
Duodenal ulcer re vol ae 18-1 17-2 18-6 25:1 25-0 29°8 36°5 47:3 
Gastric ulcer = ..-| 46°4 43-9 27°5 21:1 23°2 27°7 36°7 55-9 58:3 Fy 
Appendicitis .. ‘a ~»| 61:2 56:1 60-7 53-4 60-6 70-9 85-0 75-9 85:8 
Osteomyelitis .. «| 23°9 | 37°99 | 26:7 | 22-1 48-5 51-1 45-2 | S51'5 506 § 4 
T.B. vertebral col., bones and el 
joints i, ig 61-4 40-2 55-2 71-1 70: 1 71-0 84-1 103-0 = =130°4 Ey 
Bronchitis (all) 113-3 104-0 72:5 59-1 52°8 65:8 95-3 101-5 = 1223 fig 
re (acute) 100-0 76:1 105-5 99°! 71-2 91-7 118-2 122-9 148-2 r 
a (chronic) .. 121-9 115-9 61-9 45-5 47-0 57-4 87-9 94-2 = 108:1 
u 
E. CANADA, 1929-1933 F. CANADA, 1929-1943 is 
Age groups Age groups 
Disease ' 
15-24 25-44 45-64 65— 15-24 25-44 45-64 65— ; 
Pneumonia (all) 72°9 80-9 64-0 88-6 76:7 76:6 95-4 80:2 9% 
Lobar pneumonia 70:5 80-1 65°5 88-6 69°6 74-6 56-7 77:3 Ft 
Bronchopneumonia 82:9 | 119-9 74:7 | 111°6 aa°? 91-2 67°6 94:1 Fy 
Peptic ulcer (all) 49-0 26-9 26-2 41-0 19-8 16°8 17-0 29°5 ; 
Duodenal ulcer . . 35°4 19-7 20:5 27-0 10-9 13-8 | 16:0 26°9 
Gastric ulcer 60-6 32-2 29°9 48-7 24:0 19-4 17-8 28:1 
Appendicitis nf = cot Sere 53-5 62-2 72:3 52:3 51-2 62-9 71:2 FI 
T.B., vertebral col., bones and joints..| 53-9 64°9 98:0 | 100-3 53-2 56°4 86-2 84:3 9 
Bronchitis (all) .. ’ ve .-| 114-3 112-1 82:8 | 110-7 96-9 68-2 42-0 90:4 t 
a (acute) és ss .. 310-0 112-2 84-0 164-9 26:0 80-6 66°8 125°9 
“. (chronic) .. ‘es ~-| 642 98-7 77-0 87-5 126°1 68-5 37-2 74:1 








in middle age and later life. The peak mortality 
among older men is probably associated with 


3. Males of less than 15 years only have 
a higher mortality from acute nephritis. Ameri- 


can vital statistics provide figures of mortality 
with respect to osteomyelitis, which also 
discloses a sex differential in favour of the 
female. 

4. Adult males have a lower mortality from 
diseases of the thyroid and parathyroid, from 
diabetes, and from pernicious anaemia. Unfor- 
tunately available public statistics do not 
contain data with respect to the contribution 
of each specific disease to the first group total. 


5. Young males under the age of 15 years 
had a lower mortality from whooping-cough. 


Mortality rates with respect to respiratory 


increased risk due to industrial hazards, as a result 
either of years of work in ‘‘ dusty ’’ industries, or of 
increasing strain endured by older men in heavy 
industry. Rich (1946) suggests that the compara 
tively high mortality among young women is (0 
some extent influenced by pregnancy and child 
bearing since they occur more frequently among 
women of less than 30. He produces a table givitg 
for different States of the U.S.A. the sex differential 
in each age group in association with birth rates and 
with extent of urbanization. Rich concludes: 


‘* In general, then, the states in which a higher 
female than male mortality extends into the fourth 
decade tend to be predominantly rural states with4 


elie ee ea ae 


tuberculosis (Table V and Fig. 2) display the familiar 
picture of an excess of female to male deaths in early 
adult life and an excess of male to female deaths 


relatively high birth rate among females in this ag 
period; and the states in which the male mortality | . 
surpasses that of the female in the fourth decade 

















| 65— 
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SIGNIFICANCE OF NUPTIALITY 


have, in general, a predominantly urban population, 
with a relatively low birth. rate in females in the 
fourth decade. Certainly, these are by no means 
the only factors concerned in the local differences 
in the male-female tuberculosis mortality ratio. 
Indeed, they may be much less important than other 
as yet undetermined factors. The purpose in 
presenting the data . is not to pretend to a 
solution of the problem, but rather to illustrate the 
need for much more study in the attempt to deter- 
mine just what the factors are which are responsible 
for the marked differences in the mortality from 
tuberculosis in males and females.”’ 

It is evident, however, from the figures in Table 
VII that other influences on tuberculosis mortality 
among women are sufficiently strong to offset any 
effect of childbirth to such an extent that single 
women have an even higher mortality from this 
disease than those who are married. It may be 
that there is some selective process in so far as 
women known to have tuberculosis tend to remain 
unmarried; but the long latent period of the disease 
is likely to prevent any selection of this kind from 
being unduly widespread. 

Mortality from tuberculosis of bones and joints 
presents quite a different picture. It is higher 
among males of all age groups except the oldest 
when women have an excess mortality. In Canada, 
the only country for which figures are available, 
mortality from this disease is much higher among 
single women of all ages than among married ones. 

In a private communication, Dr. Enid Charles, 
Director of the Statistical Office of the Birmingham 
City Corporation, has kindly drawn our attention 
to sex differentials with respect to mortality from 
various diseases, published by the Metropolitan 
Life Insurance Company of New York. Figures 
cited show differences similar to those appearing 
inthis paper. Comparable statistics extracted from 
their Bulletin are shown below: 


TREND OF MORTALITY FROM SPECIFIED CAUSES AMONG WHITE PERSONS, BY SEX. 
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4. DIFFERENCES BETWEEN MARRIED AND SINGLE 
WOMEN 


Relevant figures are displayed in Tables VI and 
VII in which mortality rates among married women 
are calculated as a percentage of those among single 
women in the same age groups. They disclose the 
following differentials: 


1. At all ages married women suffer a 
higher mortality from cancer of the uterus. 
Separate statistics for cancer of the cervix and 
of the corpus uteri were not available. 


2. From the age of about 45, married 
women suffer a higher mortality from diabetes. 
That the differential is greatest after the child- 
bearing period excludes the possibility of its 
being a direct effect of pregnancy. We are 
left with two possible explanations: 

(a) that it is an indirect effect of repeated 
pregnancies in so far as the metabolism 
of the mother may be upset; 

(b) that it is due to a difference in eating 
habits or in the general environment of 
married as opposed to single women. 


3. Married women have a rather lower 
mortality from bronchitis and pneumonia. 


4. Married women have a conspicuously 
lower mortality than single women from 
tuberculosis, peptic ulcers, cancer of the breast, 
pernicious anaemia, and suicide. 


Australian vital statistics provide data with 
respect to the number of deaths due to cancer at 
different sites among single women, married women 
with children, and among childless married women. 
Surprisingly enough, the ratio of deaths from 
cancer of the breast to deaths from cancer of the 
uterus among childless married women is more 


AGES | TO 74 YEARS. METROPOLITAN 


Lire INSURANCE COMPANY, INDUSTRIAL DEPARTMENT, 1921-1923 To 1941-1943 





Average of annual death rates per 100,000* 


Ratio male to female rate 











Cause of death White males White females 

1921- 1931- 1941- 1921- 1931- 1941- 1921- | 1931- 1941- 
1923 1933 1943 1923 1933 1943 1923 | 1933 1943 

| 
Uleer of the stomach | 49 | 65 | 6 1-9 1-5 0-9 2-6 | 4- | 7:4 
Ulcer of the duodenum =siws|_—s‘1:°8 3-0 3°1 0-6 0:5 0-5 30 | 60 | 6:2 
Tuberculosis (all forms) | 121-1 3-0 44-2 94-0 50-1 22-6 1-3) | 1:5 | 2:0 
Pneumonia (all forms) | 81-9 | 64:9 | 31-4 | 63-9 | 43-1.) 161 | 13 | 1:5 | 2-0 
ppendicitis .. | 16:2 | 16-1 | 7-2 | 21-7 | 11-2 4-5 1-4 1-4 | 1:6 
abetes mellitus 13-9 12-9 21-6 26:6 26° 1 0-66 | 0-52 | 0-49 

| 


| 1462 | 
| | 








| 
| 








* Standardized for age on the basis of the Standard Million of England and Wales, 1901. 








ve T. B. RESPIRATORY. (100%=0343 per miso’ 


20 








{0 


WLLL 


% 


30 


PNEUMONIA. 


° 
(100% = 12449 per mittion) 
20 





16-19 20-24 25-34 35-44 45-54 


% 


60 
50 
aol BRONCHITIS. (100% = 19893 per mitlion) 
30 | 


201 








16- '9 20-24 25-34 35-44 


% 


7. 


CANCER —UTE RUS (100% = 2448 per million) 


20 


Lee ot 





‘N 
N 
N 
N 
NY 
N 
N 
N 
N 
N 
N 
N 









RELATIVE Mq,, 
ENGLAND Alf. 


MEN a SINGLE WOMEN oe 
~ Bar 


6S5~—69 70-74 75+ 








CLI St SAL hg 





VLLLLL MALLY 







70-74 75+ 










77 77h addaddddddadadaddleea, 








LL LLLLLS 





VIL LLL LLAMA 





OD ZL lala lllladddddddd 





N 
N 
N 
N 
N 
N 
N 
N 
N 
N 
N 
N 
N 
N 

















1 20-24 25 —34 35-44 45-S4 3$— 


o 


4 


Fic. 1.— Relative mortality rates with respect to various diseases among men, single women, and mairied women. 
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Mortality rates per million population in each age group are shown as a percentage of the sum of all such male rates. 
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Fic. 2.—Comparative mortality rates with respect to tuberculosis. 
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akin to that among other married women than to 
the corresponding ratio among single women. 
The appropriate figures are shown below: 


RATIO: BREAST TO UTERUS 








Married Married 
Age groups Never without with 

married children | children 
Under 35 0-77 0-57 0-69 
35-39 2°78 0-50 1-00 
40-44 2°18 0-97 1-31 
45-49 2-16 1-00 1-15 
50-54 2:24 1-09 1-12 
55-59 2:27 1-19 1-03 
60-64 1-80 1-15 1-18 
65-69 1-75 1-23 1-17 
70-74 1-90 1-64 1-26 
Over 74 3-25 1-83 1-50 





We are led to one of two conclusions: (a) that 
circumstances attendant on marriage as such, in 
contradistinction to procreation, exert some influence 
on cancer of the breast and of the uterus; (5) that 
some obscure form of selection favours nuptiality 
among persons less prone to malignant disease at 
one site and more prone to malignant disease at 
the other. Separation of cancers of the uterus into 
those affecting the cervix and those affecting the 
body of the uterus might be revealing; but such a 
separation is not possible from available published 
figures. 

Waterhouse (1948)* gives figures of the propor- 
tions of parous and nulliparous women treated for 
cancer of the cervix and for cancer of the body of 
the uterus in the Birmingham United Hospital 
(B.U.H.). Among those treated for cancer of the 
cervix the average number of children was 3-8, 
which is significantly different from the correspond- 
ing mean of 2-0 for the body of the uterus. In 
the following Table he cites also figures published 
in the Eighteenth Annual Report of the British 
Empire Cancer Campaign (B.E.C.C.): 





Cervix Body 





B.U.H. B.E.C.C.. B.U.H. |B.E.C.C. 





(| (%) | (% | % 
Nulliparous .. 6 | II 28 | 34 
Parous .. oe 78 | ~ 85 47 | 56 


Unknown om 16 4 25 | 10 





After allowing for the different proportions of 
‘* unknowns ”’ in the two sets of figures, they are 
remarkably similar and show that the proportion 


* Private communication. 
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of nulliparous women with cancer of the cervix jg 
much lower than the proportion with cancer of 
the corpus uteri. 


5. SocrAL CLASS DIFFERENTIALS 


Further evidence with respect to the effect of 
occupation or of environment on mortality js 
available in the Decennial Supplements of th 
Registrar General for England and Wales which 





contain figures of deaths from different disease 
among each social class. The Registrar Genera 
defines Social Class I as consisting mainly of 
professional men and women, Social Class III a 
consisting mainly of skilled artisans, and Social 
Class V as consisting of unskilled workers. Ajj 
those who fall between these three main groups are 
in Social Classes II or IV. To facilitate comparison 
the mortality experience of Social Classes I, III, and 
V only was investigated for those diseases which 
displayed a striking sex differential or a pronounced 
difference between married and single women. 
Relevant figures are in Tables VIII (men), IX (single 
women), and X (married women). Figures for 
single women in Social Class I are of doubtful 
significance since (a) the population at risk is small, 
(b) the largest single occupation of women in 
Social Class I is that of nuns, who are scarcely 
comparable with married women or with men in the 
same social class. Among both men and women, 
mortality from the three respiratory diseases quoted 
is higher in Social Class V than in Social Class |. 
This differential is most striking for bronchitis and 
least striking for pneumonia. On the other hand, 
neither peptic ulcer nor diabetes displays a very 
clear-cut differential. Mortality from the two last 
diseases in the oldest age groups is highest among 
men and women of Social Class I. Among younger 
men and women, mortality from the two diseases 
is lowest in Social Class I. 

Deaths from cancer of the breast and of the uterus 
show the familiar opposing pattern, viz. mortality 
from the former is highest in Social Class I and 
from the latter in Social Class V; this is true of 
both married and single women. 


6. SUMMARY 


The aim of this paper is less to present decisive 
conclusions than to indicate a new attack upon the 
problem of sex differences, one which wiil throw 
light on their significance vis-a-vis the nature 
nurture issue. If it offers few conclusions which 
are in fact decisive, it indicates a new line of profit- 
able research when more copious and more reliable 
sources of official statistics become available. At 
the present time, the advent of a new Health Service 
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TABLE II 
DISEASES WITH A HIGHER MALE MorTALITY: AT AGES UNDER FIFTEEN YEARS 
(Female rates as percentage of male rates) 
A. ENGLAND AND WALES, 1930-1932 D. U.S.A., 1929-1931 
Age groups Age groups 
Disease Disease 
0-4 5-9 10-14 0-4 5-9 10-14 
Pneumonia (all) 79-0 | 93-3 89-5 Pneumonia (all) o-| SEZ | 85-2 97-9 
Lobar pneumonia 78-7 | 90°5 | 89-6 Lobar pneumonia .-| Si-1 78-1 97:1 
pendicitis .. 71-0 | 77-6 70-9 Bronchopneumonia 82-6 95:9 | 99°7 
Bronchitis (all) 80-8 91-3 | 102-0 Appendicitis - .-| 76°3 | 89-4 | 77-1 
T.B. vertebral col., bones and! | 
— joints a on ..| 86°6 | 64:4 | 79-9 
B. CZECHOSLOVAKIA, 1928-1930 Bronchitis (all) .| 85-7 71-3 | 135°6 
— = (acute) 84-9 61-2 138-9 
99 (chronic) .. 97:0 , 131-8 130°4 
Age groups ‘ 
Disease 
0-4 5-14 
mere E. CANADA, F. CANADA, 
Appendicitis — 66-1 98-0 1929-1933 1939-1943 
Acute nephritis 74-6 86:5 
Bronchitis (all) .. 83-2 | 220-0 
» (acute) 83-0 | 185-0 Age group Age group 
» (chronic) 84-5 | 243-7 Disease 
| 0-15 0-15 
Pneumonia (all) as 60-9 83-8 
C. NEW ZEALAND, 1930-1942 Lobar pneumonia os ..| 68-3 89-8 
Bronchopneumonia cre 82-3 77-7 
Age groups Appendicitis .. bi et 88-4 79-4 
Disease T.B. vertebral col., bones and 
0-4 | 5-14 joints .. .. ..  ..| 83-3 69°3 
| Acute nephritis .. va oad 88-4 73-4 
Pneumonia (all) ne a 78-7 | 89-5 Bronchitis (all) .. sa ~ 72°8 68-0 
T.B. vertebral col., bones and joints — 69-4 a (acute) oe tr 70:4 69-2 
Bronchitis (all) a 71-8 | 74-5 »» (chronic) 161-6 88-6 


| 








and of widespread recognition of what contribution 
statistical studies can make to the advancement 
of medicine offers a prospect which is encouraging 
from this point of view; but the extent to which 
the new situation will ensure more fruitful use of 
health statistics must depend on improvement of 
documentary design implemented with due regard 
to the potential outcome of comparison undertaken 
with a clearly-conceived biological objective. Pilot 
surveys of existing statistics may therefore be of 
value, if only by focusing attention on their 
deficiencies. 

In viewing the outcome of the present study it 
will therefore be more profitable to draw attention 
to its deficiencies than to emphasize the positive 
findings which have emerged in the course of it. 
In any discussion of mortality statistics we should 
bear in mind that a relatively high mortality may 
be due to one or both of two circumstances: 
(a) a correspondingly high morbidity from the same 
disease; (b) a high fatality. In this context fatality 


with respect to any disease signifies the risk of death 
among persons affected therewith. How far 
mortality differentials disclosed in this investigation 
are influenced by one or other of these two circum- 
stances is impossible to determine in the absence of 
reliable statistics of the incidence of diseases. A 
differential morbidity with respect to infectious 
diseases can be caused by variations in exposure to 
risk, in the virulence of the infecting organism, or 
in degree of resistance offered by its host. It is 
unlikely that organisms invading one group of 
people are more virulent than those invading at 
the same time another group from the same com- 
munity; nor have we any ground for believing that 
the physiological mechanism of resistance, that is, 
the ability of tissues to create antibodies, is affected 
by group differences such as sex or marital status. 
We may therefore suppose that groups of people 
distinguished by a differential incidence of clinical 
attacks of an infection are also distinguished by a 
differential exposure to risk or by variations in their 
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TABLE Ill 
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DISEASES WITH A LOWER MALE MorTALIiTy AT AGES FIFTEEN YEARS AND OVER 
(Female rates as percentage of male rates) 


CZECHOSLOVAKIA, 1928-1930 




































































Age groups 
Disease | 
15-24 | 25-39 40-49 50-64 65— 
Pernicious anaemia ‘ 224-8 | re | 138- 3 | 104-7 = 126-2 
Diseases of the thyroid and parathyroid 228-3 421-7 | 444-7 | 272:9 | 238-4 
U.S.A., 1929-1931 
Age groups 
Disease 
15-19 | 20-24 25-34 35-44 45-54 55-64 65-69 70-74 75— 
Pernicious anaemia .. 121-1 | 200°6 , 213-4 175-4 142-1 | 103-0 104-8 101-0 91-1 
Diseases of the thyroid and | 
parathyroid ; ..| 371-4 | 339-6 396:2 | 426-7 469-2 | 500-6 770-4 811-0 789-2 
Diabetes .| 103-1 | 86-1 350°0 | 71-7 146-0 | 231-8 165-6 151-0 123-1 
: | 
CANADA, 1929-1933 CANADA, 1933-1943 
Age groups Age groups 
Disease 
15-24 25-44 45-64 65— 15-24 25-44 | 45-64 65— 
Pernicious anaemia 149-1 2900 123-3 | 61:4 | 164-9 | 234-2 | 122-8 116°1 
Diseases of the thyroid and para- | 
parathyroid ie ‘ .. 371:0 | 463-8 | 459-8 | 689-7 | 269-3 382-6 | 378-7  532°6 
Diabetes 101-8 97-4 | 153-0 | 158-0 | 127-0 96:2 | 177-4 | 147°5 
| | | 
ENGLAND AND WALES, 1930-1932 
Age groups 
Disease , 
16-19 20-24 25-34 35-44 45-54. | 55-64 65-69 70-74 75— 
Diabetes 106°6 89-1 87-0 110-2 126-5 | 141-3 | 128-3 104-6 88:5 
NEW ZEALAND, 1930-1942 
| Age groups 
Disease | l 
15-19 20-24 25-34 | 35-44 45-54 55-64 65-69 | 70-74 75 1$— 
Diabetes 264-3 71-1 83-0 | 93-0 | 186-8 193-5 | 209-5 | 197-7 | 147-6 
| oni 
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TABLE IV 
DISEASES WITH A LOWER MALE MORTALITY AT AGES LESS THAN FIFTEEN YEARS 
(Female rates as percentage of male rates) 
B. CZECHO- Cc. NEW 
SLOVAKIA, ZEALAND, D. U.S.A., E. CANADA, | F. CANADA, 
A. ENGLAND AND WALES, 1930-1932 1928-1930 1930-1942 1929-1931 1929-1933 | 1939-1943 
Age groups Age groups | Age groups Age groups Age group | Age group 
Disease 
0-4 5-9 10-14] 0-4 | 5-14 | 0-4 | 5-14 | 0-4 5-9 10-14 0-15 0-15 
Whooping-cough | 128-0 156-9 128-0] 111-1) 125-2 147-4 | 229-6 121-0/| 130-9 116-3 112-9 113-4 
| 























resistance in so far as the latter can be affected by 
environmental circumstances such as inadequate 
nutrition or long hours of work. 

Fatality per se may be influenced by the virulence 
of an infecting organism or by the degree of resist- 
ance of the host. For reasons given in the preceding 
paragraph, differential fatality will be associated 
mainly with variations with respect to resistance 
offered to infecting organisms by different groups of 
people. Whooping-cough, tuberculosis, acute neph- 
ritis, pneumonia, and bronchitis are noteworthy 
among infectious diseases responsible for differential 
mortality between the two sexes. Of these diseases, 
the last three are consistently higher among males, 
as is tuberculosis of bones and joints in all but the 


oldest age groups. Whooping-cough on the other 
hand, causes a consistently lower mortality among 
male children (Fig. 3). Of all males and females, 
those under the age of fifteen are most likely to 
share the same risk of exposure to infection, since 
they are both going to school, often to the same 
school. We therefore have reason to suspect that 
girls have a lower resistance to B. pertussis than 
do boys. 

It is of interest that pneumonia, bronchitis, and 
tuberculosis of bones and joints, all of which cause 
a higher mortality among males, do so also among 
single women. They also cause a higher mortality 
in Social Class V than in Social Class I. We may 
suppose that occupational status has some bearing 
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Fic. 3.—Mortality rates per 1,000,000 population with respect to whooping-cough, among boys and girls 
of less than 15 years. 
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TABLE V 


TUBERCULOSIS MORTALITY 


E. HOSKER 


(Female rates as percentage of male rates) 




































































A. ENGLAND AND WALES, 1930-1932 
F Age groups 
Disease nanan 
0-4 5-9 | 10-14 16-19 | 20-24 | 25-34 35-44 | 45-54 | 55-64 | 65-69 | 70-74 >74 
Respiratory tuber- | | | 
culosis ..| 85°6 | 115°6 | 225°9 | 155°2 | 113-7 | 91-8 | 54-6 | 33-2 | 33-6 | 62-5 | 48-6 | 75-2 
| | 
B. CZECHOSLOVAKIA, 1928-1930 
| Age groups 
Disease : 
0-4 | 5-14 15-24 | 25-39 | 40-49 | 50-64 | >64 
Respiratory tuberculosis 83-4 | 144-7 | 119-4 | 91-4 | 57-8 | 55-6 | 729 
T.B., vertebral col., bones and joints 84-6 66:6 | 54-0 77:2 | 109-5 how “4 | 177-0 
C. NEW ZEALAND, 1930-1942 
; Age groups 
Disease 
0-4 5-14 15-19 20-24 25-34 35-44 45-54 55-64 65-69 70-74; >74 
Respiratory tuber- 
culosis ..| 33-6 141-9 | 252°6 | 191°9 | 1360 | 66°4 44-1 36-2 33-3 45-5 | 66°5 
T.B., vertebral col., 
bones and joints — 69-4 51-9 55°4 61-4 45-7 45-4 | 114-9 | 179-5 17°8 | 498-9 
D. U.S.A., 1929-1931 
Age groups 
Disease 
| 0-4 5-9 10-14 15-19 20-24 | 25-34 | 35-44 45-54 | 55-64 65-69 70-74 >74 
Respiratory tuberculosis .| 90-2 107-0 200-0 202:5 | 157-4| 106-1| 61-3 | 47-7 | 52-8 65:9 79-1. 92:0 
T.B., vertebral col., bones and| 
joints wh ..| 86:6 | 64:4. 79-9 61°4 40-2) 55-2] 71-1 | 70-1 | 71-0 | 84-1 | 103-0 130°4 
| | l | | 
E. CANADA, 1929-1933 F. CANADA, 1939-1943 
Age groups Age groups 
Disease me 
0-14 | 15-24 | 25-44 45-64 >64 ] 0-14 | 15-24 25-44 45-64 | > 
| | — 
Respiratory tuberculosis | 126-4 172°8| 124-0 67-7 87°04 125-5 | 162-4 108-1 53-0 | 74:1 
T.B., vertebral col., bones and joints 83:3, 53:9) 64:9 98-0 100-3] 69°3 53-2 | 56°4 86:2 | 84:3 
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TABLE VI 
DISEASES WITH A HIGHER MORTALITY AMONG MARRIED WOMEN 
(Married women as percentage of single women) 
ENGLAND AND WALES, 1930-1932 
Age groups 
— |e Disease ne 
-74 | >14 25-34 35-44 | 45-54 55-64 | 65-69 | 70-74 | _75- 
Cancer of uterus 307-9 247-4 | 201-2 | 151-0 151-1 142-8 | 145-9 
3-6 | 75-2 Diabetes 73°3 75°6 | 133-6 214°8 2 260-4 | 172-0 
CANADA, 1929-1933 CANADA, 1939-1943 
Age groups Age groups 
Disease — 
| >64 | 24-44 | 45-64 65 24-44 45-64 65 
| 72-9 Cancer, female genital organs ..| 286°8 | 103-8 95-5 | 187-6 102°5 103-2 
| 177-0 Diabetes a ..| 161°8 | 164-4 203-7 66°5 116-8 226-4 
| | 
TABLE VII 
= DISEASES WITH A LOWER MORTALITY AMONG MARRIED WOMEN 
4| >74 (Married women as percentage of single women) 
7 ENGLAND AND WALES, 1930-1932 
y | 66°5 
Age groups 
} | 498-9 Disease a sincbaininsteiialontncie paicigiiicimainiaanatinn ence — 
a 25-34 * 35-44 45-54 55-64 65-69 70-74 75 
Respiratory tuberculosis 70°6 79-4 85-7 94-7 82-3 87-1 93-8 
ee F Peptic ulcer . . Y. 89-1 72:0 79-9 78-0 79-4 90-4 68-9 
Cancer of the breast 149-2 88-1 72°6 72-8 73-4 67-7 67:7 
Bronchitis 70-9 76-0 95-0 104-1 125°6 108-2 87-5 
ama 14 Pneumonia (all) 113-2 95:1 72:6 79-7 98:1 107-9 73°2 
“14 > F Suicide 74:3) 71-0 7195 | 75-5 | 83-8 | 88-5 | 71-2 
9-1 92:0 
3-0 130-4 CANADA, 1929-1933 CANADA, 1939-1943 
Age groups Age groups 
-1943 Disease — ~ 
——- 25-44 45-64 65 25-44 45-64 65 
Respiratory tuberculosis 52-0 59-0 77°8 46-7 55-0 70:6 
Ses | 64 Tuberculosis (all) . ia " 50-9 56-9 75°5 47-3 50-0 68-3 
64 > T.B. meningesandC.N.S. .. .. 50-1 32:3. | «27-0 | 41-4 45-1 14-0 
a | 14+] T.B., vertebral col., bones and joints 35-4 38-0 47:3 19-3 22:4 48-0 
0 4.3 | Peptic ulcer eae a 91-1 58-6 = 88:7 | 84-3 | 89:3) 67-5 
2/8 Cancer of the breast 121-7 66:0 57:4 | 103-0 70-0 62-5 
ete § Bronchitis 53 68-7 57°5 68-2 54°6 79:1 75-9 
Pneumonia (all) 125-3 71-2 60-9 82-5 67:8 56:1 
Pernicious anaemia 88-5 74-6 80-2 74:5 67:7 67°4 
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TABLE VIII 


MEAN ANNUAL MORTALITY RATES PER 1,000,000 AMONG MEN OF ENGLAND AND WALES, 1930-1932 





Age groups 
Disease Social aes 
Class 20-24 25-34 35-44 45-54 55-64 65-69 70-74 >74 











I 551 625 869 805 879 103 472474 
Respiratory tuberculosis .. Il 1,042 1,100 1,251 1,524 1,285 908 600 268 
Vv 17196 1.210 1.626 | 2,015. -1.727_—‘'1,327 900 458 























— 6 25 122 287 687 1,488 5,693 
Bronchitis .. - ae 22 29 116 342 815 2,050 4,382 13,070 
Vv 39 52 227 647 1,272 3,139 6,440 = 17,399 
I 107 183 405 807 988 1,599 2,526 5,377 
Pneumonia | Tf 179 224 500 839 1,229 1,873 2,609 4,394 
, 241 350 807 1,359 1,738 2,677 3,384 5,574 
| I 15 50 64 292 391 608 723. 896 
Peptic ulcer .| Tl 4a 75 192 378 461 497 560 517 
| Vv 36 113 284 453 451 404 506 385 
| I —- 22 15 137 442 991 1,700 2,926 
Diabetes — - ww 18 28 43 91 315 705 1,000 1,085 
| Vv 22 40 sted 62 177 341 667 688 

TABLE IX 


MEAN ANNUAL MORTALITY RATES PER 1,000,000 AMONG SINGLE WOMEN OF ENGLAND AND WALES, 1930-1932 
































Age groups 
Disease Social : 
Class 20-24 | 25-34 35-44 | 45-54 55-64 65-69 70-74 >74 
I 1,122 | 665 1,516 887 1,044 470 1,270 1,930 
Respiratory tuberculosis .. Ill 1,071 | 1,158 818 585 559 507 353 432 
Vv 1,479 1,154 996 908 700 474 — 1,142 
I — — — 111 447 1,410 | 1,904 — 11,582 
Bronchitis .. i -" Il 11 17 48 141 518 1,403 4,506 15,667 
Vv 19 52 238 260 . 744 2,053 7,705 29,107 
I — 133 178 776 | 745 1,880 1,270 5,791 
Pneumonia .. rr si Ill 79 118 225 442 940 1,598 2,739 6,478 
V 88 165 522 487 1,367 3,317 5,694 11,414 - 
I — | — — 222 447 470 — — 
Peptic ulcer .. ee --| Il 6 | 18 51 141] 212 273 230 336 
V 13 | 10 143 97 44 158 670 — 
I a 67 a 44] _ - 470 | 635 2,574 
Diabetes - P ‘i Ill 13 18 28 63 82 250 604 672 
Vv 13 21 95 227 569 158 | 1,340 — 
I — — — 554 149 470 | — 1,287 
Cancer of the uterus | _ 14 93 234 472 624 | 972 = 1,200 
Vv — 10 142 422 657 1,264 | 670 1,712 
I — — 89 1,219 | 1,491 | 1,880 | 4,444 8,365 
Cancer of the breast ne Ill — 20 235 718 | 1,275 1,685 | 2,244 3,479 
Vv — 41 285 649 | 569 2,685 | 1,675 2,854 
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TABLE X 
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MEAN ANNUAL MorTALITY RATES PER 1,000,000 AMONG MARRIED WOMEN OF ENGLAND AND WALES, 1930-1932 





—— 















































| Age groups 
Disease Social | _ 
| Class | 20-24 | 25-34 35-44 | 45-54 55-64 | 65-69 70-74  >74 
— I | -§38 412 305 281 285 213 283 410 
Respiratory tuberculosis Ill 1,031 857 652 485 425 368 206 224 
V 1,262 1139 —§ 903 658 535 462 318 213 
I site 7 16 39 117 | 426 737. 3,692 
Bronchitis I 6 22 43 133 454 1,369 3,151 8,111 
V 11 30 74 199 724 1,983 4,221 10,915 
I 134 99 176 209 528 883 1,304 2.871 
Pneumonia Il 133 146 236 321 627 1,225 1,990 3,220 
V 186 242 338 428 800 1,558 2,194 3,271 
I 67 14 26 22 92 122 227 410 
Peptic ulcer lll 11 18 36 90 118 209 182 243 
Vv 8 20 45 102 145 130 166 36 
I — 14 21 be | 318 852 1,513 2,564 
Diabetes III 28 25 43 125 549 1,125 1,438 1,410 
V 4 32 44 143 531 1,031 1,332 996 
I — — 119 264 469 670 624 410 
Cancer of the uterus Ill 6 33 197 438 635 750 859 1,083 
V 4 65 294 591 754 779 984 960 
] _- | 269 715 1,164 1,613 1,190 1,743 
Cancer of the breast | Il 1 30 203 546 842 1,026 1,180 1,680 
V — | 32 162 420 685 772 984 1,387 
| | 
TABLE XI 
INFERTILITY OF DECEASED MARRIED WOMEN DISTINGUISHING CERTAIN CAUSES OF DEATH 
(Infertile per 1,000 stated) 
Age of woman at All causes of 
death death Tuberculosis Cancer of uterus Cancer of breast Diabetes 
Under 25 455 496 — — — 
25-34 296 317 193 240 — 
35-44 214 222 136 168 258 
45-54 188 177 179 213 180 
55-64 160 167 153 204 92 
65-74 142 96 141 167 87 
75 and over 150 — 162 24] 117 
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either on exposure to infection or on the ability of 
the individual to resist invading organisms; but 
so little is known of the influence of environment 
on an individual’s resistance to disease that it 
would be dangerous to speculate on the basis of 
such inconclusive data. A knowledge of the 
contributions of morbidity and fatality to the 
mortality differentials of these groups would 
undoubtedly throw some light on their causation. 

Whereas variations in exposure to and in individ- 
ual resistance to infection provide a fairly clear-cut 
explanation of mortality differentials with respect 
to diseases due to infection, we have no such basis 
of scientific knowledge on which to build theories 
about the cause of mortality differentials with 
respect to other diseases. We may postulate that 
differences of temperament as well as of environment 
play a part not only in the course of a disease but 
also in its causation. The susceptibility of London 
bus drivers to peptic ulcers is well known. Unfor- 
tunately, we have no means of telling how far this 
is due to circumstances other than an occupation 
at present peculiar to the male sex, until the London 
Passenger Transport Board begin to employ women 
drivers. A sufficient body of information exists to 
convince us that the incidence of peptic ulceration 
as well as mortality from it is two or three times 
higher among men than among women. If certain 
occupations do predispose to peptic ulcers, marriage 
appears to be one of the least hazardous in this 
respect; and inasmuch as it carries with it no great 
risk of unemployment and does not demand 
adherence to a rigid time-schedule, this may well 
be so. 

On the other hand, marriage does appear to 
predispose to diabetes and Table XI provides some 
evidence that the high mortality from this disease 
among married women is associated to some extent 
with childbearing. This Table, which was extracted 
from the Registrar General’s Statistical Review of 
England and Wales for 1945, shows the proportion 
of childless to all married women who died during 
1945 from various causes. Proportions based on 
between 50 and 250 cases are shown in italics, and 
those based on less than 50 cases are omitted. Other 
figures are therefore fairly reliable. In the two 
decades 55-64 and 65-74, the proportion of childless 
married women was very much lower among those 
dying from diabetes than among those dying from 
any other cause specified, or from all causes. 
Repeated adjustments to metabolism of the mother 
demanded by successive pregnancies presumably 


have some adverse influence on the ability of her 
pancreas or liver to function efficiently. 

On the whole, however, marriage appears to be 
a healthy occupation, since married women suffer 
a higher mortality than single women and men 
from only two diseases—diabetes and cancer of 
the uterus. With the exception of appendicitis, 
every disease which causes a higher mortality among 
men than among women also causes a _ higher 
mortality among single women than among those 
who are married. Since any agency traceable to 
the X-chromosome complement is certainly unal- 
tered by marriage, occupation must play no little 
part in determining a differential risk of these 
diseases to men and women. Reliable statistics 
with respect to the incidence of disease, when they 
become available, can throw more light on this 
problem by providing a means of assessing (a) the 
contributions of morbidity and fatality to differential 
mortality, (5) existing differentials between men, 
single women, and married women with respect to 
diseases which are rarely fatal. 


It is a pleasure to acknowledge our indebtedness to 
Professor Hilda Lloyd and to Mr. C. C. M. James for 
constructive comments. We also wish to thank Profes- 
sor Lancelot Hogben for his constant encouragement 
and advice. 
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